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At the mention of rabies all of us, no 
doubt, call to memory many strange tales 
that we heard as children concerning this 
dreadful malady. It is doubtful if there 
is any other disease around which so much 
superstition and myth have grown. These 
stories were first recorded in Greek myth- 
ology. Aristaeus, son of Apollo, was a 
special god of the Greeks to guard against 
rabies. In 500 B. C., Democritos, in his 
“Natural History of the Animal” (Book 
VIII, Chapter 22), first described the 
symptoms in the dog. Aristotle, in 322 
B. C., said: “Dogs suffer from a madness 
that puts them in a state of fury, and all 
animals which they bite, when in this con- 
dition, become also attacked by madness.” 
Throughout the literature we find refer- 
ence to rabies in the works of Virgil, Hor- 
ace, Ovid and Plutarch, as well as many 
others. It was Cornelius Celsus, 100 A. 
D. (not a physician), who first described 
the disease in a human being, and he also 
was the first to use the term hydrophobia 
in his description. The most remarkable 
thing was his recommendation of cauteri- 
zation of the wound as a preventive mea- 
sure. Even today this procedure, if prop- 
erly and promptly carried out, is consid- 
ered by many, especially Dr. McCoy of 
the Hygienic Laboratory, as the most re- 
liable single procedure. It was during 
this period that many peculiar theories 
were advanced as the cause of rabies. 
Namely: excessive heat or great cold, sud- 
den violent changes in temperature, in- 
halation of fetid vapors, lack of sexual in- 
tercourse in the dog. Dogs that howled 
during Christmas Eve, or ate the bones 
of the paschal lamb, were certain to de- 
velop the disease. Lack of the sexual act 
as cause of rabies was still rampant as 
late as 1863, when Leblanc made a state- 
ment: to that effect before the Academy 
of Medicine in Paris. 


This myth and superstition has been 
just as pronounced—if not more so—in 
regard to treatment. As mentioned above, 
the first recommendation was cauteriza- 
tion, but following this many and various 
recommendations were made. The most 
common early procedure was to allow the 
wound to become purulent. The following 
were also considered of importance: Ene- 
mas, diet, hot or cold baths and sea bath- 
ing. Even today in parts of Russia sea 
bathing is used to drive out rabies. The 
Chinese thought that a sudden shock or 
scare was beneficial. The treatment by 
mystic formulae and witchcraft included 
external application to wound of wool of 
black goats, rags that had been dipped in 
dog or human blood, or, better still, men- 
strual blood, dog’s heart or tongue, chick- 
en feathers, desiccated human feces, urine 
and menstrual blood. Several of these were 
recommended for internal use. However, 
the most persistent mythical remedy is the 
“madstone” of the present day. 


The first reliable work on this disease 
was in 1767 and 1771 when Van Swieten 
thoroughly described the disease in the hu- 
man and first called attention to the para- 
lytic form. Morgagni, in 1820, did much 
to dispel the many erroneous ideas con- 
cerning the disease. Zinke, in 1804, first 
proved that saliva was the source of in- 
fection and was able to produce rabies 
in healthy dogs and rabbits by applying 
infected saliva to open wounds. Brown- 
Sequard and others, in 1879, declared the 
central nervous system an important fac- 
tor. It was for Louis Pasteur and his co- 
horts, in 1881, to prove the central nerv- 
ous system the seat of the disease. On this 
fundamental fact Pasteur based his re- 
search and was able to perfect a means 
of immunization against rabies. In 1885 
Pasteur gave the first vaccine to Joseph 
Meister and was able by rationa! measures 
to save the first human life. On March 
27, 1903, Negri, an Italian physician, be- 
fore the Medical Society of Pavia, first 
described the specific cell changes in the 
ganglia, which we know today as Negri 
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bodies, and thus perfected a rapid means 
of diagnosis. From that date on there has 
been a large amount of research work, but 
nothing material was added until Semple, 
in his work in India, produced the killed 
virus treatment, which today is used al- 
most universally. 


Let us now consider this disease as un- 
derstood today and define it as an acute, 
specific infectious disease, usually trans- 
mitted to man by the bite of a rabid warm- 
blooded animal. It is characterized path- 
ologically by an acute parenchymatous en- 
cephalomyelitis. Clinically it has a vari- 
able incubation period, followed by an ear- 
ly stage of excitement and a later para- 


lytic stage with a rapid fatal termination. ° 


The etiology that is generally accepted 
is that of a filterable virus with the Negri 
bodies representing degeneration of the 
neurofibrillae, surrounded by a fused ma- 
terial derived from degeneration of the 
mitochondria. 


The most important etiological factors 
are: 


Site of Injection: Following the work 
of Goodpasture, it is now conceded that 
the virus travels from point of entry by 
way of the perineural lymphatics, or along 
the axis cylinder of the nerve trunks, to 
the central nervous system. Thus the near- 
er the site of injection is to the central 
nervous system the shorter the incubation 
period. 

Age: Children, due to their friendliness 
with animals, their lack of suspicion and 
inability to protect themselves, are more 
frequently infected. Because of their 
height, extensive lacerations of head, neck 
and wrists are more common and they 
are thus more likely to contract the dis- 
ease, even following intensive treatment. 

Species of Animal: Bites of wolves are 
considered most dangerous, with face bites 
showing a mortality of 80-100 per cent. 
Cat bites about face have a mortality of 
70 per cent, while dog bites in this region 
have about 60 per cent mortality. 

Physical Condition of Patients: Persons 
suffering with any debilitating disease 
are more apt to develop rabies due to the 
slow production of immune bodies follow- 
ing treatment. 


There is nothing characteristic in the 
gross pathology. The brain shows con- 
gestion and hemorrhage of the small ves- 
sels. Histologically, however, we find the 


round or oval acidophilic bodies, which 
have a central nuclear-like mass of baso- 
philic material, and are seen chiefly in 
the large cells of the hippocampus major. 
There is also an associated perivascular 
infiltration of the blood vessels of the 
nervous system. 


Distribution is universal except where 
measures have been taken to suppress 
transmission. England is one of the best 
examples of this measure. According to 
Frothingham: “In 1892 there were thirty- 
eight rabid animals in England. At this 
time the authorities listened to a petition 
of ‘dog-lovers’ and removed the ‘cruel 
muzzle’ with the result that during the 
next five years 1,602 dogs and fifty-one 
people died of this most agonizing disease 
known to the medical world.” 


This example is mentioned to show that 
the disease can be eradicated from any 
locality, or at least its spread prevented, 
even when neighboring territory does not 
enforce any muzzling laws. 


There is not a seasonal distribution, as 
commonly thought. The disease may, and 
does, occur at any time of the year. Due 
to our habits during the warm months 
we more frequently come in contact with 
animals and thus our chances for infec- 
tion are increased. Our own records show 
that during the past four years the great- 
est number of cases have been in Janu- 
ary, with May second. 


The incubation period is variable, with 
authorities claiming any time from eight 
days to one year. Factors influencing in- 
cubation period are site of injection, type 
of wound, specie of biting animal, viru- 
lence of virus, physical condition of pa- 
tient, etc. 


Symptoms of the disease come late at 
the end of the incubation period and are 
usually ushered in by mental depression, 
lassitude, anorexia and occasionally local 
symptoms at site of wound. This is fol- 
lowed quickly by the stage of excitement 
with mental symptoms pronounced. These 
symptoms may amount to a veritable ma- 
niacal furor. There is also an intense hy- 
perasthesia of the sense organs and mus- 
cular system. Local spasms of pharynx 
and larynx, thus causing difficult degluti- 
tion and phonation. These spasms are fol- 
lowed by general convulsions, and fever 
is also the rule. If death does not super- 
vene, the excitement stage is followed by 
paralysis, with face, tongue and eyes 
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chiefly involved; then collapse and death. 
After symptoms have developed prognosis 
is invariably fatal. 


Diagnosis is based on examination of 
the hippocampus of biting animal. The 
animal, however, should not be killed at 
once, but caged for ten days and closely 
observed for symptoms. When animal 
dies, histological examination of brain is 
made for presence of Negri bodies. Dur- 
ing this time patient should be given an- 
tirabic vaccine. 


The disease must be differentiated from 
hysteria, tetanus, epilepsy and ascending 
myelitls (especially from terminal stage 
of rabies). 


The following are examples in which 
it is advisable to immediately institute 
vaccine therapy: 


1. Any person bitten by animal which 
has been proven to be rabid by clinical 
and histological methods. 


2. Persons whose hands or face have 
been contaminated with saliva of rabid 
animal, even though no visible breaks in 
skin. 


3. Persons bitten by stray animal which 
cannot be located. 


4. Persons bitten by animal whose ac- 
tions have been clinically suggestive of 
rabies should take treatment while wait- 
ing for death of animal and histological 
report. 


The most important single procedure in 
the treatment is prompt cauterization of 
the wound with fuming nitric acid. Ex- 
perience has proven that carbolic acid, io- 
dine, silver nitrate, etc., have little value 
on these wounds as compared with fuming 
nitric acid. 

The next procedure is the prompt ad- 
ministration of vaccine. By far the ma- 
jority of treatments on the market today 
are composed of killed virus. Injections 
are given daily for a period of fourteen 
days, except in cases of face bites, deep 
wrist bites, or when treatment has been 
delayed. In these cases vaccine should be 
given twice daily for several days, depend- 
ing on the need for rapid immunization, 
with a total of at least twenty-one injec- 
tions. These are given subcutaneously, 
preferably in the soft tissues of the ab- 
domen. Patient should be instructed to 
maintain ample elimination, avoid al- 
coholic beverages, exposure to cold and 
excessive fatigue. 


It is advisable to explain the reasons 
why therapy should be instituted as soon 
as possible. The reasons are, briefly: 


1. Treatment is strictly preventive and 
not a cure. 


2. All patients do not have the ability 
to produce large quantities of antibodies. 
This ability is directly proportional to the 
physical condition of the patient. 


3. The highest point of immunity is not 
reached until approximately two weeks 
following the last injection. 


The government does not consider that 
the vaccine has failed to produce suffi- 
cient immunity if the patient dies within 
two weeks following last injection. The 
laboratory making the vaccine is, howev- 
er, charged with a death if the patient ex- 
pires more than two weeks after last in- 
jection. 

There are a few important points that 
should be emphasized: 


Face and wrist bites, due to proximity 
to central nervous system, carry a very 
highly mortality. Of all deaths due to ra- 
bies approximately 90 per cent are the re- 
sult of face bites. 


Rabies virus is eliminated through the 
lacrimal and parotid glands and possibly 
by the breast (yet no human case report- 
ed from milk). The virus in the saliva 
rapidly loses its virulence when exposed 
to the air or when heated to 50 degrees C 
for one hour. The saliva of rabid animals 
is not virulent earlier than nine days be- 
fore appearance of active symptoms. 


A small percentage of cases develop a 
post-vaccinal paralysis. The present killed 
virus type of vaccine, however, has result- 
ed in fewer cases of paralysis than the old 
attenuated virus of Pasteur. 


Federal statistics show that of all per- 
sons definitely inoculated with rabies vir- 
us, the disease develops in only 16 per cent 
of the untreated cases, and in 0.7 per cent 
of the treated cases. 

Rabies is not a seasonal disease, as com- 
monly thought. 

Each of the following case reports em- 
phasizes some of the important factors en- 
countered in the treatment of rabies. 

The first case is one in which there was 
a delay of two weeks in treatment. The 
report is written by the father, and the 
following is a portion of his letter: 


“Saturday noon he complained that he 
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was weak. Three hours later he became 
nauseated. He soon fell into a stupor. He 
could not keep a drop of water on his 
stomach. Every five or six minutes he 
would yawn. Next day this turned into a 
gag. He was restless, tossing from one 
side of the bed to the other. All day Sun- 
day he was restless and became more so 
as the day passed on and through the 
night. Monday morning he was worse. He 
could not drink water. The sight of water 
frightened him. He had great mental 
stimulation. He was alert to every sound. 
He was highly sensitive to touch. He was 
perfectly conscious until four or five in 
the afternoon. Then he grew mad. He 
had to be held by the doctors until they 
would quiet him with the chloroform. One 
hour later the end came quietly.” 


In this case rabies developed faster than 
the patient’s immunity, which stresses the 
danger of delayed treatment. Also, the 
wound was not cauterized with fuming 
nitric acid. 


The next case report was submitted by 
the attending physician, and is as follows: 


“On or about October 13th he was bit- 
ten on the leg, arm and in the mouth, un- 
der the upper lip. They brought him to 
the hospital immediately, and _ these 
wounds were cauterized with pure carbolic 
acid, followed in about two minutes with 
alcohol. We received head report the fol- 
lowing day and started the administration 
of the antirabic serum. On the fifteenth 
day after the bite the patient had a tem- 
perature of about 100 and looked as if he 
might have the ‘flu,’ and he stated that 
he felt as if he might be contracting the 
influenza. I felt some uneasiness at the 
time, but merely administered a course of 
liver medicine, hoping that it was only 
a bad cold. He vomited everything that 
he put in his stomach during the following 
twenty-four hours. On the afternoon of 
the second day of his illness his fever was 
about 102 degrees and he developed a deep 
sighing respiration about every fourth or 
fifth breath. And at this time he had an 
unusually hard bounding pulse. The char- 
acter of the respiration and pulse, the con- 
gested appearance of the ocular conjunc- 
tiva made me exceedingly apprehensive. 
He told his mother at this time that he 
thought he had ‘that disease’. On the third 
day he was running a temperature of 
about 102% degrees. The condition of the 
pulse and the sighing respirations became 
greatly aggravated and he was not able 


to sleep at any time during the day or that 
night—the convlusions developed at mid- 
night that night. 


“In the afternoon of the third day he 
informed me that he felt like choking ev- 
ery time he tried to take medicine or a 
drink of water, and I noticed his nervous- 
ness and tossing of his head from side to 
side was growing worse. They called me 
at midnight after he developed convul- 
sions, and Dr. and Dr. and 
myself, one or more of us, was with him 
constantly until he died at 5:00 P. M. on 
the following day. When I arrived soon 
after midnight he was in a very highly 
nervous condition, looking very wild out 
of his eyes, and when I walked into the 
room he would go off into a convulsion 
and toss his head from side to side. He 
warned his mother not to get too close 
to him, as he might bite her. His mental- 
ity during this time was uncannily acute. 
He wanted me with him constantly, but 
every time I returned after leaving his 
room he would go off into a screaming 
convulsion and threw his head from side 
to side. Neighbors had to sit on the bed 
and hold his hands and feet from the time 
he developed convulsions until a short 
time before he died. We had to keep him 
filled with morphine and sometimes hyo- 
scine in order to keep him quiet, and he 
gradually lapsed into a comatose or semi- 
comatose condition and quieted down and 
died that afternoon.” 


In this case we have a definite face bite, 
which requires the most vigorous treat- 
ment. Although treatment was started at 
once, the patient was not given extra doses 
the first few days, and a total of only four- 
teen instead of twenty-one doses. 


The last report is that of an old pol- 
iomyelitis case, given by the attending 
physician: 


“On the morning of October 8th, while 
on her way to school with other children, 
M noticed a cat lying by the side of 
the road and remarked to the other chil- 
dren, ‘what a pretty cat,’ and walked over 
to pet it. The cat seized her hand, biting 
and scratching it. She knocked it loose 
with her books and it ran away through 
the woods. 


“She returned home and a doctor was 
immediately called. Examination showed 
lacerations of the thumb, the thenar emi- 
nence, wrist, and forearm, both bites and 
scratches. The wounds were cauterized 
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with a 10 per cent silver nitrate and a 
mercurochrome dressing applied. Rabies 
vaccine was given immediately. For four 
days she received rabies vaccine twice a 
day. After that once a day until sixteen 
shots had been given. The wound healed 
rapidly. 


“During this period she began having 
chills and fever. Diagnosis of malaria was 
made, and she took quinine for two weeks; 
all malaria symptoms disappeared. 


“On November 2nd she began to com- 
plain of pain and numbness in the right 
arm, which was the one bitten by the cat. 
The arm and hand was baked by the infra 
red light. Malaria examination was neg- 
ative and she was stopped from school. 


“On November 3rd she had a slight tem- 
perature and was very nervous and ex- 
cited. She was put to bed and was given 
sedatives. At this time she developed some 
difficulty in swallowing, and a clinical 
diagnosis of rabies was made. Difficulty 
of swallowing became more marked on the 
afternoon of the third and she began to de- 
velop a phobia for water, convulsions de- 
veloped, consciousness was lost about 2:00 
o’clock of November 4th, and she died at 
4:45 P. M. without regaining conscious- 
ness.” 


This case shows the lack of antibody 
response, due to debilitated condition of 
the patient (old poliomyelitis plus ques- 
tionable malaria). The wound was not 
properly cauterized. Vigorous vaccine 
therapy was instituted with, however, on- 
ly sixteen doses, where twenty-one doses 
were indicated. 


,—— 
Vv 





ACUTE APPENDICITIS IN PHILADELPHIA; RE- 
PORT OF PROGRESS MADE IN CAMPAIGN 
FOR ITS REDUCTION 





In his report of the progress made in the cam- 
paign for the reduction of acute appendicitis dur- 
ing five years (1928-1932), John O. Bower, Phila- 
delphia (Journal A. M. A., March 17, 1934), pre- 
sents tables giving the diminished number of cases 
of spreading peritonitis, the relation of time of hos- 
pitalization and mortality, the diminished number of 
peritonitis cases, the history of laxatives and the de- 
creased mortality of local peritonitis. He gives the 
following factors that entered into the diminished 
mortality during 1932: (1) a marked increase in the 
number of cases over preceding years; (2) earlier 
hospitalization; (3) a diminished number of cases 
of peritonitis; (4) a diminished number of cases of 
spreading peritonitis; (5) an improvement in the man- 
agement of spreading peritonitis by the surgeons of 
Philadelphia, and. (6) less frequent administration 
of laxatives. 


TREATMENT OF EARLY SYPHILIS 





CARL L. BRUNDAGE, M.D. 
OKLAHOMA CITY 





By early syphilis, I mean the treponema 
pallida infection of less than two years’ 
duration. 


From the appearance of the initial le- 
sion until the disappearance of the sec- 
ondary eruption is considered as acute 
early syphilis; after this stage until the 
end of the second year is regarded as 
chronic early syphilis. 


Many of the cases in the chronic early 
stage of syphilis are designated as early 
latent, which merely indicates a chronic 
syphilitic infection with positive serolog- 
ical findings, without any demonstrable 
pathological changes that can be attrib- 
uted to syphilis. 


The acute early stage of syphilis is sub- 
divided into sero-negative and sero-posi- 
tive. However, it is a mistake to treat 
sero-negative cases with one or two short 
courses of treatment, because a large per 
cent of the sero-negative cases will be- 
come sero-positive during the first one 
or two weeks of intensive treatment. 


Although the incidence of relapse in se- 
ro-negative is less than sero-positive pri- 
mary syphilis, the per cent is too small to 
justify any appreciable reduction in the 
duration of treatment. 


The immunity of syphilis is not under- 
stood; however, there is an agreement 
that the disappearance of primary and sec- 
ondary lesions, resistance to re-infection, 
and the decrease in the number of tre- 
ponema pallida in latency without treat- 
ment, indicates a great deal of resistance 
on the part of the patient. 


The value of this resistance on the part 
of the patient has caused some physicians 
to withhold arsphenamine until the end of 
the secondary period. 


This practice should be condemned, as 
we know mercury and probably bismuth 
will not control the infectiousness of the 
lesions and in those cases in which the le- 
sions were non-infectious their action is 
too slow, and every patient with early 
syphilis would be highly infectious for six 
months to two years. 

Every genital lesion should be regarded 
with suspicion; an extragenital lesion of 
a slow course, little or no pain, induration 
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and accompanied by enlargement of the 
adjacent lymph glands should be consid- 
ered syphilitic until proven otherwise, by 
dark-field examination of the serum from 
the lesion, or aspirated from adjacent 
lymph glands and Wassermann blood 
tests. : 


Anti-leutic treatment, particularly ar- 
sphenamine, should not be instituted until 
proven syphilitic, except cases in which 
all laboratory tests have failed and the 
clinical manifestations are suggestive of 
syphilis, then the patient should not be 
told that he has syphilis. 


I do not know of any case more difficult 
to treat or advise than one that has been 
treated for syphilis without serological 
tests to confirm the diagnosis, particular- 
ly so if the patient has been treated in a 
clinic of questionable efficiency. 


We know that the earlier treatment is 
begun, particularly with arsphenamine in- 
travenously, the better the chance of pre- 
venting a general dissemination of the tre- 
ponemata in the various organs of the 
body, but not to the expense of subject- 
ing a small per cent of patients who do 
not have syphilis, to the continuous med- 
ication with arsphenamine and the heavy 
metals for one year. 


Some physicians administer arsphena- 
mine intravenously as a tonic, apparently 
not realizing the hypersensitiveness of 
some individuals to arsphenamine, which 
is capable of producing such serious reac- 
tions, fortunately very uncommon, as 
blood dyscrasias, hemorrhagic encephalit- 
is, transverse myelitis, arsenical dermati- 
tis and jaundice; as well as the more com- 
mon reactions as prolonged gastro-intes- 
tinal disturbances and nitritoid crises. As 
practically all severe reactions appear dur- 
ing the first four or five injections of 
arsphenamine, even though minimum 
therapeutic doses are given, it should not 
be given unless specially indicated. 

There is a great deal of discussion as 
to which branch of medicine has a claim 
to the treatment of early syphilis; no spe- 
cialty has prior claim, unless it be the 
public health service, on account of the 
infectiousness and contagiousness of the 
disease. 


In England, Germany, Denmark and 
Belgium where treatment for syphilis is 
given principally in the clinics under the 
control of the government, there has been 
a marked decrease in the number of new 


infections, in contrast to France and the 
United States, where treatment is given 
mostly by private physicians and private 
clinics, the new cases are increasing. 
These new cases of syphilis will continue 
to increase until we have trained public 
health officials with legal power to in- 
vestigate and control all venereal clinics 
and laboratories and sufficient money to 
establish modern clinics for charity and 
part pay patients. 


The physician should consider the re- 
sponsibility of treating a case of early 
syphilis equal, if not greater, than the care 
of a person with diabetes or an acute ap- 
pendicitis, because his mistakes, if any 
are made, cause a relapse; a highly in- 
fectious state appears, endangering the 
health and happiness of others. 


After a positive diagnosis is made in 
a case of early syphilis, an examination 
must be made of the heart, lungs, kidneys 
and skin, in order to estimate the amount 
of treatment that may be tolerated with 
safety. 


Individuals with a _ seborrheic back- 
ground, eczema and attacks of urticaria, 
do not tolerate arsenic as a general rule. 


After the diagnosis of syphilis is con- 
firmed by the laboratory, before treatment 
is instituted, is the proper time to attempt 
to impress upon the patient’s mind the 
seriousness of the disease, and to explain 
the importance of continuous treatment 
for at least twelve months in order to have 
the best possible chance for a radical cure. 


The patient should be informed as to 
what we mean by cure; that is, the dif- 
ference between a clinical and a radical 
cure; also to estimate his chances for a 
radical cure. 

According to the cooperative clinical 
study of Moore, Stokes, and others, un- 
treated cases of early syphilis have twice 
as good a chance as inadequately treated 
cases, for a biologic, symptomatic, and se- 
rological cure. 

I think it is advisable to tell the patient 
that unless he will continue treatment reg- 
ularly for at least six months that it 
would be far better for him to depend 
on his own resistance, to go away and hi- 
bernate, in order to prevent the dissem- 
ination of the disease to others. 


While under treatment the urine should 
be examined at least once a month; the 
sclera and skin observed closely for evi- 
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dence of jaundice, and the patient ques- 
tioned in regard to any reaction follow- 
ing the previous treatment, particularly 
itching or any cutaneous eruption. 


The Wasserman blood test should be 
made at the beginning of each course of 
arsphenamine to determine the effective- 
ness of the drugs employed. A persist- 
ently positive blood Wassermann reaction 
indicates neurosyphilis. 


Spinal fluid examination should be made 
at the beginning of the third course of 
arsphenamine to determine any abnorm- 
ality of the spinal fluid. 


According to the investigation of Wile, 
thirty per cent of the cases of secondary 
syphilis have an abnormal spinal fluid 
and are candidates for neurosyphilis. 


Hopkins’ report on four hundred and 
five cases observed from three to ten years 
showed that cases with a normal spinal 
fluid in late secondary and early latent 
syphilis develop neurosyphilis in less than 
three per cent of the cases studied. 


The patient must be advised of the im- 
portance of a spinal fluid examination in 
order to make a more accurate prognosis, 
as well as to indicate the method of fu- 
ture treatment. 


All stages of syphilis, except the initial 
stage, should receive two or three injec- 
tions of bismuth or mercury previous to 
the administration of arsphenamine intra- 
venously to prevent a Herxheimer reac- 
tion, possibly making an exception in cer- 
tain patients who would be a menace to 
society. 

Until recently, we did not have a stan- 
dard treatment for early syphilis which 
was generally accepted; most textbooks 
endorse an individual rather than a sys- 
tem. 


A system is more effective in early 
syphilis, as the disease is usually contract- 
ed between the ages of fifteen and thirty- 
five, at a period in life in which the or- 
gans of elimination will tolerate the con- 
tinuous administration of moderately 
large doses of arsphenamine, alternating 
with bismuth or mercury. 

I do not think bismarsen should be used 
in early syphilis, due to its slow action 
and the simultaneous employment of two 
drugs. 

If you administer two drugs simultane- 
ously you are compelled to reduce the dos- 
age of each, as both drugs are accumula- 


lative, arsphenamine being toxic for the 
liver and bismuth toxic for the kidneys, 
making a rest period imperative. 


Another objection to the simultaneous 
use of two drugs is the possibility of the 
production of drug-fast strains of organ- 
isms. Klauder demonstrated, by animal 
experimentation, a gradually acquired tol- 
erance of spirochetes for anti-syphilitic 
drugs. At the conclusion of the first course 
of arsphenamine the patient has little, if 
any, natural resistance to control the dis- 
ease, and is left in a state of dangerous 
relapse, especially neurorelapse. 


Due to the slow action of bismuth or 
mercury, it is advisable to overlap the 
last two or three weeks of the arsphena- 
mine course. Bismuth or mercury should 
be administered at least four weeks, to 
allow time for the elimination of the ar- 
senic, but not to exceed eight weeks, be- 
cause of the danger of relapse. 


Bismuth has largely replaced mercury 
as it is less toxic and has a greater spiro- 
chaeticidal effect, although its value as 
a tissue resistance builder has not been es- 
tablished. 


I have used the terms arsphenamine 
and neo-arsphenamine synonymously. The 
arsenic content of arsphenamine is one- 
third greater than neo-arsphenamine, but 
is two and one-half times more toxic. 


The simplicity of administration and 
lowered toxicity have been the principal 
factors in the increase in the popularity 
of neo-arsphenamine by physicians and 
patients. 


The greatest disadvantage of neo-ar- 
sphenamine is the lack of stability, which 
can be prevented by using a standard 
brand that is fresh and has been kept in 
a cool place. The toxicity of neo-arsphena- 
mine can be reduced by preventing oxi- 
dation from shaking during the prepara- 
tion of the drug and not allowing the so- 
lution to stand. The distilled water used 
for dissolving the drug should be double- 
distilled and cooler than lukewarm. 


Sulpharsphenamine should rarely, if ev- 
er, be administered, in lieu of the high 
percentage of severe reactions, particular- 
ly exfoliative dermatitis and encephalitis. 


I will give my method of continuous 
treatment for early syphilis in otherwise 
healthy young adults, which is similar to 
the method of Keidel. This was first in- 
troduced at John Hopkins’ syphilis clinic 
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in 1916, but did not appear in current 
medical literature until 1926. This meth- 
od has recently been adopted by the co- 
operative clinical group. 

Primary Syphilis: Sero-negative or se- 
ro-positive stage, regardless of sex: The 
first injection of neo-arsphenamine 0.3 
gm., increase to 0.6 gm. on the third and 
sixth day; repeat the latter dosage every 
five to seven days until ten injections have 
been given, then the alternating of bis- 
muth salicylate in oil, grains two, intra- 
muscularly, with the neo-arsphenamine 
for two weeks. Stop arsphenamine, give 
bismuth intramuscularly twice weekly for 
four weeks. 


Second Course: Same as first, except 
increasing the course of bismuth from 
four to six weeks. 


Third Course: Same as second, except 
completing the treatment with sixteen in- 
jections of bismuth twice weekly. 


Secondary and Early Latent Syphilis: 
Preparation of the patient with mercury 
succinimide, grains 1/6, intramusculariy 
on three successive days preceding the ini- 
tial injection of neo-arsphenamine; con- 
tinuation of the first, second and third 
course the same as the primary stage, ex- 
cept the addition of the iodides, grains 
three, three times a day before meals, in- 
creasing three grains daily for two weeks 
preceding each course of neo-arsphena- 
mine. 

Fourth Course: The neo-arsphenamine 
administered the same as the third course. 
Mercury succinimide grains 1/6, intra- 
muscularly five times weekly instead of 
bismuth for a period of eight weeks. Stop 
treatment if the patient is free of all clin- 
ical manifestations of syphilis, and all se- 
rological tests have been negative during 
treatment. Encourage the patient as to 
his excellent chance of a radical cure, but 
insist on a yearly physical examination 
and blood Wassermann test. 


SUMMARY 


1. Confirm the diagnosis of lesions of 
early syphilis by serological tests before 
beginning treatment with arsphenamine. 

2. Prevention of severe reactions as far 
as possible by a careful physical examina- 
tion, urinalysis, and the preparation of all 
cases of syphilis, except those in the pri- 
mary stage, with mercury or bismuth be- 
fore the administration of arsphenamine. 


8. Endeavor to impress upon the pa- 


tient’s mind the seriousness of the disease 
and explain the importance of continuous 
treatment for a period of one year. 


4. Acquire a habit of observing the scle- 
ra and skin for evidence of jaundice, as 
well as questioning the patient as to reac- 
tions following the previous treatment. 


5. Think of neurosyphilis in all patients 
with a persistently positive blood Wasser- 
man reaction. 


6. Consider one in every three or four 
cases of secondary or latent syphilis, re- 
gardless of the Wasserman reaction of th2 
blood, a candidate for neurosyphilis, and 
that a spinal fluid examination is the only 
means of making a diagnosis of neuro- 
syphilis in a very large per cent of the 
cases. 


7. Rely on arsphenamine intravenously 
to cure as well as to control the infectious- 
ness and contagiousness of early syphilis, 
and to depend on bismuth and mercury to 
inhibit the virulence and multiplication of 
the treponemata, until the host has had 
sufficient time to eliminate the arsenic 
and the organisms to lose their tolerance 
for the drug. 


8. In early syphilis, treat systematical- 
ly, and not symptomatically. 


— 
— 





SUPPURATIONS OF THE PETROUS TIP 





According to Edmund P. Fowler Jr., New York 
(Journal A. M. A., May 19, 1934), petrositis is much 
more common than is generally supposed. Menin- 
gitis often brings patients with petrositis to the gen- 
eral medical man or neurologist. The eye symptoms 
occasionally bring him to the ophthalmologist. Petro- 
sitis should be considered in the presence of trigem- 
inal pain, abducens paralysis or an aural discharge 
after a well executed mastoidectomy. Petrositis should 
be watched for on the affected side if the mastoid 
and zygoma on either side is highly pneumatized. 
The two sides usually pneumatize in the same fash- 
ion. If one side becomes sclerotic, especially about 
the antrum or hypertympanic region, this sclerotic 
bone may cut off drainage from the deeper and more 
pneumatized portions of the bone and so lead to 
pockets in the mostoid or petrosa. Partial pneumati- 
zation may lead exudate into the tip, where it may 
pocket or extend into the marrow spaces to produce 
an osteomyelitis. Petrositis usually subsides spontane- 
ously with adequate drainage from the middle ear. 
If this is not facilitated by the ordinary mastoid op- 
erations, further curetting, especially in the peritubal 
and perilabyrinthine regions, will often uncover a 
pocket of pus. Inadequate drainage of the petrosa may 
result in a chronically discharging ear or meningitis 
and death. The method of invasion of the meninges 
may be manifold, either directly through a subdural 
abscess or through the veins draining the area, through 
the labyrinth, through the carotid sheath or through 
the blood stream. 
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THE ACUTE SURGICAL ABDOMEN 
IN EVERYDAY PRACTICE* 


FRANK H. McGrecor, M.D., M.C. (Eng.) 
The Border-McGregor Hospital and Cllinic 
MANGUM : 








The purpose of confining this paper to 
the above subject is due to the apprecia- 
tion that many men in general practice, or 
those who are yet young in the practice 
of surgery, either sit in on our sections 
or else read these theses when published 
in the Journal. For this reason alone it 
is thought that the more practical dis- 
cussion of this subject as it affects the 
average doctor in everyday practice will 
be conducive to the most good. Therefore 
this paper will be confined to those acute 
abdominal conditions, requiring surgical 
intervention, that one would expect to and 
does see in the course of the common run 
of everyday practice—those conditions 
that any active doctor is bound to see at 
fairly frequent intervals. 


First in the category is our ever pres- 
ent acute appendicitis, with all of its po- 
tential seriousness if not recognized early 
and treated surgically in the best accept- 
ed manner. 


To many of you I am sure that the mere 
mention of appendicitis, which is so com- 
mon, in this state at least, gives you a 
feeling of ennui, but nevertheless it takes 
in Oklahoma an enormous toll of lives 
yearly, this in spite of the fact that 
every doctor is expected to be able to read- 
ily recognize it and institute the proper 
surgical treatment immediately. You only 
have to check the records of the hospitals 
of the state to become alarmed at the large 
amount of preventable morbidity and mor- 
tality due to preoperative neglect or bad 
handling of this very common abdominal 
disease. It is certainly evident that many 
of our doctors are yet dilatory in advis- 
ing an early operation, which in many 
cases is actually life-saving. We, too, have 
some timid surgeons who advise tempor- 
izing and waiting unless the symptoms 
are actually alarming. 

The records of the State Board, Bureau 
of Vital Statistics, show the number of an- 
nual deaths from appendicitis in the last 
decade as follows: 285, 314, 308, 302, 304, 
597, 368, 389, 282, 273, 306 (1923-1933, 
inclusive), a grand total of 3,728. 


When one seriously considers these fig- 





*Read before annual meeting of Oklahoma State 


Medical Association, Tulsa, May 21, 22, 23, 1934. 





ures he is chagrined at the appalling 
number of unnecessary deaths, and won- 
ders just what percentage of these deaths 
can be laid directly to the temerity or ti- 
midity of the Oklahoma medical profes- 
sion. With this state of conditions before 
us it is obviously the duty of every phy- 
sician, whether he be a general practi- 
tioner or surgeon, to be more determined 
in advising and in the handling of these 
cases. He should also avail himself of ev- 
ery opportunity to educate the lay public 
as to the necessity of an early diagnosis 
and operation in cases of acute appendi- 
citis, teaching them that early clean cases 
are operated on practically without dan- 
ger; that it is the late unrecognized or de- 
ferred case that results so often in death 
or tragic complications. That in the early 
operated cases the period of hospitaliza- 
tion is shortened to as little as a week or 
ten days with very little chance of post- 
operative complications. While on the oth- 
er hand the delayed case often proves fa- 
tal, and if not, it entails extra weeks of 
hospitalization, special nursing care and 
subsequent frequent complications that 
often necessitates secondary operations 
for intestinal obstruction, hernia, etc. So 
let’s not smile at such a common yet so 
serious an illness as acute appendicitis, but 
let us become missionaries to educate both 
doctors and the laity that acute appen- 
dicitis demands an immediate operation 
regardless of the apparent mildness of the 
case. 


The next most frequent abdominal con- 
dition requiring immediate surgical relief 
is ileus—most generally post-operative in 
the adult and intussusception in children. 
Due to the vast number of people who 
have been operated on for inflammatory 
conditions in the abdomen necessitating 
drainage, intestinal obstruction is a fre- 
quent complication due to adhesion and 
small inflammatory bands that may show 
the first symptoms years after the orig- 
inal operation. Old herniae are also often 
the source of sudden bowel strangulation 
or obstruction. The symptoms that are 
produced by ileus in an erstwhile healthy 
patient is, of course, severe pain in the 
epigastrium usually accompanied or fol- 
lowed by nausea and vomiting, the onset 
of the latter depending upon the distance 
of the obstruction from the pylorus. The 
more distally the obstruction is located, 
the later the nausea and vomiting is in de- 
veloping. The location of the obstruction 
in the alimentary tube also greatly affects 











248 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


our prognosis of ultimate recovery in ref- 
erence to the time lapsing between the 
development of the actual obstruction and 
that of relieving the ileus. More distally 
the obstruction, less acute is the absorp- 
tion of toxins that result fatally if per- 
mitted to go too long, and conversely, the 
higher the obstruction, greater the dan- 
ger of delaying operative removal of the 
cause. 

In intussusception in younger children 
the disease most frequently follows dras- 
tic purging, although it frequently devel- 
ops suddenly in an apparently normal 
child. The most frequent site of the lesion 
is at the ileo-cecal junction. The symp- 
toms of this condition are so well known 
that mention of the more prominent will 
suffice. Gastric distress, nausea, vomit- 
ing, bloody stools after enemata has 
cleansed the colon. Appearance of the typ- 
ical sausage shape mass that can easily 
be palpated in experienced hands, and lat- 
er, upper abdominal distension. The mor- 
tality in this condition is very high. A 
quick diagnosis and early operation offers 
the best and almost only hope of recovery. 
The reason I say almost here is because I 
have seen two cases that came in so late 
that operation was refused, spontaneous 
amputation followed by rectal expulsion 
of the entire mass with complete recovery. 
However, these infrequent instances of 
the wonderful work of nature should not 
influence anyone to wait and hope for it 
to occur, for it is entirely too rare. 

Probably next in frequency comes our 
perforated ulcers in the male and rup- 
tured tubal pregnancy in the female. Just 
a word of warning here concerning the 
immediate diagnosis and early operation 
in these cases. In the perforated ulcer 
case, one with little experience is often 
fatally misled by the apparently good con- 
dition of the patient. Aside from the ex- 
cruciating pain and board-like abdomen, 
the symptoms belie the seriousness of the 
true condition. When seen early the pulse 
and temperature are practically always 
normal and there is no vomiting unless 
there is bleeding into the stomach and 
duodenum. These three facts alone have 
caused many physicians to delay the diag- 
nosis until a marked peritonitis has de- 
veloped, making the operation hazardous 
and the chances of recovery small. The 
earliest operation possible in perforation 
holds the greatest hope of recovery. In- 
deed, if performed in the first two or three 
hours following the actual perforation, re- 
covery is to be expected. 


In ruptured tubal pregnancy the symp- 
toms are almost as classical. A sharp pain 
in the pelvis with rapidly developing 
shock, a history of incomplete menstrua- 
tion at the last one or two periods, a pap- 
able mass on either side of the uterus is 
pathognomatic and immediate opening of 
the abdomen should be done before the pa- 
tient becomes exsanguinated. 


This brings us to the acute empyemic 
gall bladder with its consequent chills, 
high fever and gastric distress. The diag- 
nosis is comparatively easy and due to the 
danger of spontaneous rupture or the for- 
mation of pericystic abscess, early opera- 
tion is not only logical but imperative. 


Stab and gunshot wounds of the abdom- 
inal wall, unless absolutely known to be 
superficial, demand the immediate open- 
ing of the abdomen for exploratory pur- 
poses, regardless of the absence of symp- 
toms of internal injury, for many times 
perforation of viscera is present with ap- 
parently no symptoms that would lead one 
to suspect internal injury. 


If at all in doubt as to the probability 
or non-probability of a perforating wound 
in the abdominal wall, have the abdomen 
opened immediately by a competent sur- 
geon to ascertain the true condition. This 
does no harm and might save a life. Nev- 
er be guilty of probing a wound (as was 
the custom of our forefathers) in an en- 
deavor to see if it enters. the peritoneal 
cavity. This is highly dangerous and on- 
ly adds insult to injury. 

When confronted with any of the above 
mentioned fairly common conditions, let’s 
be keen and alert, exercising our common 
sense, backed by a preponderance of ac- 
tual experience and authoritative prece- 
dences. If we will conscientiously and re- 
ligiously do this, our morbidity and mor- 
tality rate will rapidly diminish. 





Discussion: Dr. Pat Fite, Muskogee. 


A paper such as the one just read by Dr. 
McGregor is always a fitting reminder of 
these constantly recurring emergencies 
and all of us should be continually on the 
lookout for the almost always unmistak- 
able symptoms of these conditions. It is 
far better for a physician to make the 
mistake of sending a suspected case of 
appendicitis, perforated duodenal ulcer or 
any like condition to a surgeon early and 
after examination have it turn out to be 
a pyelitis or some other non surgical con- 
dition, which may be picked up through 
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further observation and diagnosis, than 
to make the mistake of holding one of 
these dangerously acute surgical condi- 
tions past the limit when nothing can save 
the patient. It is far better for perforated 
duodenal ulcer or acute intestinal ob- 
struction to be operated upon by a medi- 
ocre surgeon in the first six hours than 
for that same condition to be operated up- 
on by the best surgeon in the world in 
forty-eight hours. 

It is a peculiar thing, as pointed out by 
the essayist, that the mortality of acute 
appendicitis has not decreased in the past 
ten years. This is not a mortality of op- 
erative procedure, but a mortality of infec- 
tion due to delay. Similar or allied quali- 
ties are responsible for the mortality in 
the other conditions described. Doing as 
he does a general surgical practice in an 
essentially rural community, I feel sure 
that he speaks feelingly in referring to the 
conditions described and does so because 
from time to time, all too often, he is call- 
ed upon to operate or care for patients in 
which the case is almost hopeless but 
might have been a small and safe proced- 
ure had he seen it twenty-four or forty- 
eight hours sooner. 

It behooves especially every general 
practitioner of medicine to acquaint him- 
self with the initial symptoms of all these 
conditions because by doing so throughout 
his medical career he would have saved 
many a life that otherwise might have 
been sacrificed. 


4%. 


ARTIFICIAL TRANSMISSION OF MALARIA 
AMONG INTRAVENOUS DIACETYLMOR- 
PHINE ADDICTS: PRELIMINARY NOTE ON 
USE OF ATABRINE IN MALARIA 


Emanuel Applebaum and Ben B. Gelfand, New 
York (Journal A. M. A., May 19, 1934), observed 
ten cases of malaria, artificially induced, due to or 
suggestive of intravenous diacetylmorphine addiction. 
Atabrine was given by mouth to only three patients. 
The response to this form of therapy was prompt. 
Within from twenty-four to forty-eight hours the 
temperature dropped to normal, and within four days 
the blood smears failed to show schizonts. Atabrine 
was administered intravenously to three patients. In 
one case the atabrine was used after the patient ap- 
parently failed to respond to the intravenous use of 
quinine. There was rapid improvement after its use. 
Atabrine failed to destroy the estivo-autumnal gameto- 
cytes. Two patients suffering apparently from cere- 
bral malaria failed to respond to intensive intra- 
venous atabrine therapy. The treatment of the per- 
nicious form of the disease merits further study. 
The authors observed no untoward results from the 
use of atabrine, with the exception of a slight yel- 
lowish discoloration of the skin in one instance. This, 
however, cleared up within a week. It is their im- 
pression that this drug is a valuable adjunct to qui- 
nine and, in their opinion, deserves further trial. 








ANAL ABSCESS AND ANAL 
FISTULA* 
NEWTON D. SMITH, M.D. 
Section on Proctology, The Mayo Clinic 
ROCHESTER, MINNESOTA 





Pathologic processes occurring in the 
terminal portion of the colon and anal 
canal present many interesting problems. 
Few of these processes are more evident 
and, in general, few lead to more confu- 
sion than the presence of acute perianal 
abscess or its successor, anal fistula. 


Anal abscesses have been variously clas- 
sified’: the superficial, including tegumen- 
tary, subtegumentary, and _ischiorectal 
abscesses, and the profound, including re- 
trorectal, superior pelvirectal and intersti- 
tial abscesses. Evidently all of the types 
cannot be dealt with individually within 
the limits imposed in this paper, but for 
practical purposes detailed classification 
is not essential. With the exception of 
tegumentary abscesses, which are usually 
due to infected comedones or to other 
forms of follicular inflammation, it can be 
said that the etiologic factors are uniform. 
Similarly, the fundamental principles un- 
derlying the treatment of these abscesses 
are reasonably uniform. 


Anal fistulas are classified, in a manner 
parallel to that cited for abscesses: com- 
plete, blind or incomplete, subtegumen- 
tary, submucous, and simple or complicat- 
ed. Usually a fistula is preceded by an 
abscess, and the type of fistula depends 
on the depth of the abscess and its ulti- 
mate point or points of drainage. 


To understand the etiologic factors 
properly, it is necessary to review, at least 
superficially, the normal surface anatomy 
of the region. Within the anal canal, 0.5 
to 2 cm. from the anal edge, is a definite 
landmark, the dentate margin or pectinate 
line. This is an irregularly annular line 
that indicates the point of juncture of the 
proctodeum and hindgut and, with its pa- 
pillae and closely associated columns and 
crypts, marks a point of sharp differen- 
tiation between the skin and mucous mem- 
brane. This landmark is plainly visible, 
and it offers the only anatomic justifica- 


‘tion for the comparatively frequent oc- 


currence of anal abscesses and fistulas. 
The anal crypts are tiny pockets which 
normally dip slightly behind the dentate 
margin. Probably as a result of the me- 


*Read before the Southern Oklahoma Medical 
Association, Ada, Oklahoma, March 6, 1934, 
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chanical requirements at the time of the 
fusion of the proctodeum and the hindgut, 
the widest part of the crypt is directed 
upward. Because of the direction and dis- 
position of the crypts, they are easily 
traumatized and infected. 


_ The patient usually seeks medical as- 
sistance because of the presence of an ab- 
scess, but two important developments 
have usually preceded this painful forma- 
tion. The first is infection of an anal 
crypt, and the second, burrowing of the 
infection into the perianal tissues. This 
process may be encouraged by the micro- 
scopic sinuses’ that normally seem to be 
present in the deepest portion of the anal 
crypts. Occasionally a patient may be en- 
countered who was conscious of the dis- 
comfort that commonly accompanies 
cryptitis antedating the abscess, but such 
a case is the exception rather than the 
rule. The next phase of the condition is 
development of the abscess and, finally, 
spontaneous rupture or surgical incision 
of the abscess, at which time the fistula 
is completed. Justified by the order of 
events as outlined, Buie has suggested 
that the internal opening be called the 
“primary opening” and the external 
opening, the “secondary opening’. 


The type of abscess depends on the 
depth to which the infection and abscess 
burrow and on the tissues involved. Th2 
path of the extending infection is often 
altered by the presence of muscle spasm 
or scar tissue, or by any abnormality that 
might act to deflect the process deeper or 
more superficially. It would also seem ad- 
visable to state that abscesses, which pre- 
sent or point within the rectum and rup- 
ture leaving a chronic opening at the site 
of rupture, follow the same primary steps 
as those outlined for the more common 
or external types of fistula. 


TREATMENT 


If the abscess is seen early, that is, be- 
fore there is definite fluctuation, it is ad- 
visable to urge rest and the application 
of hot packs. It may also be necessary to 
administer some sedative because of the 
pain. These measures are imperative be- 
cause they permit the formation of an am- 
ple protective wall about the inflammatory 
process and eliminate the possibility of 
generalized infection, a risk that must be 
considered if the abscess is prematurely 
incised. Cold packs are occassionally ap- 
plied in an effort to abort the formation 
of an abscess, but they prove to be of lit- 


tle value in treating anal abscesses. Such 
packs may temporarily retard the prog- 
ress of the abscess, but they prove value- 
less in the effort to avert ultimate rupture 
and formation of fistula. 


Incision is indicated as soon as the ab- 
scess points, or as soon as there is defi- 
nite superficial fluctuation. It is essential 
that the incision be deep and wide enough 
to permit free drainage. The abscess can 
often be incised without anesthesia if the 
incision is deftly and confidently per- 
formed and the patient is cooperative. I 
mention this because patients will often 
complain more of the infiltration anes- 
thesia than they will of pain of the ab- 
scess, and will shrink from regional an- 
esthesia because of this experience. It is 
also of paramount importance, if a digital 
examination of the rectum is made before 
the incision, or if digital exploration of 
the abscess cavity is made at the time of 
the incision, that these be performed with 
the utmost care because of pain and the 
risk of spreading the infection. 

Usually it is hazardous to attempt to 
prevent formation of a fistula when deal- 
ing with an acute abscess because of the 
extent of the surgical procedure required 
to complete such an attempt. The policy 
to be adopted at this time is one of pa- 
tience. Waiting permits nature to com- 
plete the protective wall she places around 
these acute infections, and also allows the 
cavity to contract. This frequently nec- 
essitates an operation on a small sinus 
rather than the more extensive operation 
required earlier. It is almost universally 
assumed that the proper method of treat- 
ment after incision of an abscess is to 
pack the cavity and, after the first pack- 
ing is removed, to replace it with grad- 
ually decreasing quantities of gauze. The 
only justification for this method is the 
widespread belief that if the cavity is 
packed sufficiently and frequently enough, 
a fistula can be avoided. This procedure, 
however, not only leads to very dubious 
results, but also demonstrates a lack of 
understanding of the underlying etiology 
and of the steps leading to the formation 
of an abscess and, subsequently, to that 
of a fistula. In general, it can be truth- 
fully said that once an abscess has formed, 


. it is almost impossible to prevent forma- 


tion of a fistula except by an operation 
that is more radical than is indicated or 
safe at that particular time. The pain 
caused by such dressing is an extravagant 
price to pay for such improbable results. 
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Maintenance of ample drainage and the 
stimulation of healing by the application 
of hot, wet packs is all that rationally can 
be attempted in the present state of med- 
ical knowledge. A fistula after anal ab- 
scess occurs more frequently than is gen- 
erally admitted. 


OPERATION 


Surgical excision must be considered 
after the acute process has subsided and a 
fistula remains. The preparation for such 
an operation can be accomplished satis- 
factorily with small enemas of oil and wa- 
ter and several cleansing enemas. Sacral 
anesthesia‘ has proved very satisfactory 
for this operation because it provides am- 
ple anesthesia with satisfactory relaxation 
and a minimum of untoward reaction or 
of postoperative complications. The vent- 
ral prone position is more comfortable for 
the patient and insures better exposure 
than some of the positions more common- 
ly employed, and if a transverse bar, or 
so-called kidney rest, is placed at the level 
of the anterosuperior spines of the ilium, 
and the hips then elevated, it is possible 
to proceed under the most favorable cir- 
cumstances. 


The external, or secondary, opening is 
ustially evident and it seems to invite sur- 
gical attack, but it seems much more log- 
ical to discover the primary opening first, 
in view of the etiologic importance of the 
lesion. Often the probe can be inserted 
into the primary opening and then passed 
readily through the remainder of the tract 
to the secondary opening. At times this 
cannot be accomplished readily because of 
an acute angulation occurring in the course 
of the sinus. For the guidance of those 
less familiar with anorectal diseases, it 
may be of assistance to estimate the rela- 
tive frequency of location of the primary 
opening. It is found in the posterior me- 
dian line in about fifty per cent of the 
cases, next most often in the anterior me- 
dian line; in the remainder of the cases 
it is found on either one of the lateral 
walls of the anal canal. Goodsall suggest- 
ed a rule that is not infallible but is of 
definite help in ascertaining where to 
search first for the primary opening. He 
stated: “All fistulae with their internal 
openings behind a line drawn transverse- 
ly through the center of the anus, have 
their internal openings in the middle line 
behind ; and that in cases in which the ex- 
ternal aperture is anterior to this line, 


the inner opening is directly opposite the 
external one.” 


Identifying the primary opening before 
operating on a fistula obviates much of 
the confusion attending these procedures. 
If the tract is simple, it should be uncov- 
ered to its full depth and the overhanging 
edges thus produced, removed. If the tract 
is complicated or angulated, or if multiple 
tracts exist, it is expedient to uncover the 
most direct sinus and then uncover the 
other tracts or branches. Careful examin- 
ation of the tissue lining these tracts, and 
contrasting this tissue with the surround- 
ing normal tissue, renders the use of dye- 
stuffs or pastes not only unnecessary but 
often a hindrance in the conscientious 
search for complicating sinuses. 


The wounds should be permitted to re- 
main wide open unless they are unusually 
long and will lend themselves readily to 
partial closure. This requires removal of 
the scar tissue occurring in the tract, aft- 
er which primary closure may be attempt- 
ed. It is inadvisable to continue the clo- 
sure too close to the anal margin. This 
latter precaution is necessary to insure 
ample drainage of the wound and to pre- 
vent the formation of “pockets” in the 
closed portion. 

If the original abscess occurred within 
the rectum and ruptured there, the same 
fundamental principles are carried out as 
in the external type. A probe or grooved 
director may be passed through the pri- 
mary opening and then through the ab- 
scess cavity or sinus tract until the tip 
of the instrument emerges from the sec- 
ondary opening, which in this instance 
will be higher in the bowel. After this 
has been successfully accomplished, the 
tissue lying between the probe and the 
lumen of the bowel must be incised, thus 
producing one common cavity. It is then 
advisable to place a continuous locked su- 
ture over the loose edge of mucosa formed 
by the incision. This will not only serve 
as a hemostatic suture, but will also serve 
to keep the edges of the wound separated 
and prevent “bridging” of the tissue that 
might lead to recurrence of the original 
condition. It is seldom necessary to op- 
erate on fistulas in several stages unless 
unexpected complications arise. 

POSTOPERATIVE TREATMENT 

The postoperative care of the wound 
after fistulectomy is vital to the success 
of the operation. Fistulectomy, for rea- 
sons now unknown, seems to suggest the 
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necessity: of unceasing packing; this no- 
tion is not only erroneous but is laden with 
greater possibilities for harm than for 
good. At the completion of the operation 
a strip of jiodoform or vaseline gauze may 
be placed in the wounds. This gauze should 
be removed at the end of forty-eight 
hours, or sooner, and from that time until 
the wound is healed, the edges may be pre- 
vented from adhering or bridging: over 
by gentle traction, or by gently passing 
a small cotton swab through the full depth 
of the wound, beginning at the primary 
opening and extending to its most distal 
edge. Hot, wet packs may be applied to 
relieve pain and to stimulate healing. The 
anal canal should be irrigated with warm 
water (110° F.) after each bowel move- 
ment and a mild antiseptic applied to the 
external portions of the wound as well 
as to those portions of the wound within 
the rectum and anal canal. This routine 
must be followed until the part has en- 
tirely healed.. The purposes of the postop- 
erative treatment are to stimulate prompt 
healing with a.maximum of comfort but 
with a minimum of permanent disability. 
Firm packing of the wound is often the 
cause of incontinence, because it inter- 
poses a band of scar tissue 1 to 3 cm. wide 
between the ends of the sphincter in those 
cases‘ in which it is necessary to incise 
the fibers of the muscles in order to cure 
the fistula. The treatment I have outlined 
not only serves to prevent such adverse 
results, but permits the normal contrac- 
tion of the scar tissue base, forming a 
thin band of scar tissue in which the fib- 
ers of the sphincter are fixed, and thus 
permits normal muscle action and pro- 
duces a negligible amount of deformity. 


COMMENT 


The consideration of anal fistula invar- 
iably brings up the question of tuberculo- 
sis. It must be apparent that such a sub- 
ject cannot be dealt with at length in a 
general consideration such as this, but 
several pertinent facts may be mentioned 
as general guides in this seemingly im- 
portant complication in anal fistulas. 
Thete is little to guide one in the accur- 
ate diagnosis of tuberculosis prior to the 
operation, and fortunately these wounds 
usually respond satisfactorily to the post- 
operative treatment suggested, although 
possibly with less rapidity. Fortunately, 
also, tuberculous infection of fistula does 
not occur as commonly as was formerly 
believed. It seems probable that tubercu- 
losis represents a secondary invasion rath- 


er than a primary infection and that, 
therefore, the same rules should be ap- 
plicable to this type of fistula as are ap- 
plied to infections with the ordinary pyo- 
genic type of bacteria. 
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TYPHOID IN THE LARGE CITIES OF THE 
UNITED STATES IN 1933 








The twenty-second annual report (Journal A. M. 
A., May 19, 1934), gives the number of deaths in 
the same ninety-three cities that have been included 
previously. The large New England cities again make 
an excellent record. The group as a whole reports 
a new low average for 1933, making it practically 
certain that the New England cities, with a popula- 
tion of more than 2,500,000, will not average one 
typhoid death per hundred thousand inhabitants in 
the current five-year period. The cities in the Middle 
Atlantic states show even greater improvement in 
1933 than in the preceding year and record an aver- 
age rate of less than one per hundred thousand for 
the second year in succession. The cities of the South 
Atlantic states have not done quite so well, as a 
group, Wilmington, Miami, Washington and Nor- 
folk all showing increases as compared with 1932. 
The cities of the East North Central group again 
lead all other sections of the country in having the 
lowest typhoid average of any geographical division 
and increase their 1932 lead over the New England 
cities. The six cities of the East South Central states, 
with a population about one-eighth as great as the 
eighteen cities of the East North Central division, 
have registered a larger number of typhoid deaths 
in 1933 and a typhoid rate nearly ten times as high, 
viz., 4.91, in contrast to 0.55. The cities in the 
West North Central states did not fare quite as well 
in 1933 as in 1932, five of the nine showing a typh- 
oid increase and two a stationary rate. The eight 
cities in the West South Central states show on the 
average a slight increase over the preceding year, 
although Tulsa maintains its perfect record and El 
Paso shows a substantial decrease. The cities in the 
Mountain and Pacific states average slightly less than 
in the preceding year, but the rates range more wide- 
ly. In 1933, no city in the United States registered 
a typhoid mortality rate greater than 10 per hundred 
thousand. The typhoid mortality rate for 1933 reached 
the lowest point ever registered. The improvement 
probably is actually somewhat greater than the figures 
indicate, since the 1932 population estimate is used 
without making any allowance for possible increase. 
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Interest in vascular diseases of the ex- 
tremities has greatly increased within the 
past few years. Since Buerger’s classic 
contribution separating thrombo--angiitis 
obliterans or pre-semile gangrene from 
other vascular diseases, our knowledge 
and understanding of these diseases have 
greatly increased and the treatment of 
them is proving most gratifying. 


Diseases of arteries of the extremities 
may be divided into two main groups: or- 
ganic and inorganic. The inorganic may 
be further subdivided into vasospastic and 
vasodilatory. The vasospastic conditions 
cause a constriction and lessening of the 
blood supply, while the vasodilatory pro- 
duce a dilatation of the arterial lumens 
and increase in blood supply. 


The patients with organic arterial dis- 
ease are by far the more common. The 
inorganic diseases in the ordinary run 
of cases are extremely rare. In a series 
of 1118 consecutive cases of vascular dis- 
eases at the Mayo Clinic, Dr. Geo. Brown 
found approximately 37.2 per cent of them 
cases of thrombo-angiitis obliterans, 29.2 
per cent cases of arteriosclerosis with oc- 
clusion, 7 per cent arteriosclerosis with 
diabetic gangrene and 9.7 per cent Ray- 
naud’s disease. The remaining cases were 
divided into arterio-venous aneurysms, 
trophic ulcers, thrombosis due to cervical 
rib, arterial occlusions due to emboli, and 
soforth. It may be seen from this clas- 
sification that cases of vasodilatation are 
rare. Erythromelalgia is the most com- 
mon example and it occurred in but 2.9 
per cent of the cases. Dr. Brown did not 
include thrombo-phlebitis in this group. 


Only the three most common diseases, 
namely, thrombo-angiitis obliterans, ar- 
teriosclerotic vascular disease and Ray- 
naud’s disease will be discussed in this pa- 
per. All three of these conditions can be 
readily diagnosed with but the use of the 
eyes, ears, and fingers. The important 
point is to diagnose them accurately and 
early in order that the proper treatment 
may be instituted. 


Raynaud's disease may be termed a pri- 
mary vasospastic disturbance. There is 
no known cause nor is there any demon- 
strable pathology present until late in the 


course of the disease when ulcers and dry 
gangrene appear on the tips of the dig- 
its. The terminal arteries in this stage 
will be thrombosed. 


Raynaud has laid down four diagnostic 
criteria that must be fulfilled ere a diag- 
nosis can be made. These are: (1) Inter- 
mittent attacks of change of color of the 
skin of the distal parts of the extremities. 
(2) The involvement must be bilateral. (3) 
There must be no evidence of occlusion of 
the peripheral arteries. (4) Gangrene, if 
present, must be dry and limited only to 
the skin. To these four rules, Brown and 
Allen have added two more: (5) The dis- 
ease must have been present for at least 
two years; and (6) there must be exclud- 
ed any other disease to which the above 
findings may be secondary. The inter- 
mittent or three-phase color changes is 
brought on by either cold or some emo- 
tional excitement. The fingers or toes may 
turn red or white or blue. Each digit may 
be similarly affected, or one may be white 
while another blue. Bilateral involvement 
is self-explanatory. The condition may 
begin in both feet or both hands and later 
involve the unaffected members. Occa- 
sionally the lobes of the ears and tip of the 
nose is involved. If there is any evidence 
of absence of a pulsating vessel, the diag- 
nosis of Raynaud’s should not be made, 
Patients frequently will have little super- 
ficial ulcerations, due to gangrene of the 
tips of the digits. This is a late symptom, 
but the usual one that finally decides the 
patient to consult a physician. The fifth 
rule is added because frequently a case 
of Buerger’s will start out indefinitely 
with color changes and little or no dis- 
cernible diminution of the pulses. How- 
ever, if the condition is Buerger’s disease, 
there will be unmistakable signs and 
symptoms of vascular occlusion within 
two years. The sixth rule is added to rule 
out lesions of the spinal nerves, etc. 


Added to these six criteria are addi- 
tional secondary ones that are both help- 
ful and interesting to observe. In the 
neighborhood of 90 per cent of these cases 
occur in women, especially in the third 
decade. The why and wherefore of this 
is not known. Another helpful symptom, 
or rather, lack of symptom, is the com- 
parative freedom of pain. There may be 
some aching in the fingers or toes when 
those members become cold, and there is 
a certain amount of soreness in the tips 
of the digits when they become ulcerated, 
but the pain of claudication and the se- 
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vere rest pain of an organic lesion is lack- 
ing. If present, one must be extremely 
wary of diagnosing Raynaud’s disease. 


The clinical course of these cases is 
rather typical. The disease usually starts 
in a woman in the early twenties with 
recurrent episodes of color changes in the 
hands or feet, brought on by cold or emo- 
tional upset. The course may be slow or 
rapid. Either the hands or the feet may 
be first affected; it makes no difference. 
Usually these cases do not consult a phy- 
sician until rather late in the disease when 
superficial ulcerations have occurred or 
scleroderma changes of the skin or arth- 
ritic changes in the joints are superim- 
posed upon the color changes. In spite 
of the vascoconstriction there is enough 
blood supply to prevent massive gangrene. 
It should be the rarest sort of an occur- 
rence for a case of true Raynauds to need 
an amputation. 


Physical examination of these patients 
will not disclose a great deal. There may 
be superficial ulcerations of the tips of 
the fingers or toes, or scleroderma changes 
of the skin or arthritic changes in the 
joints. Color changes may be brought on 
by exposing the patient to cold. Examina- 
tion of the peripheral arteries, such as the 
radial, ulnar, dorsal pedes and posterior 
tibial, should show them to be open. If 
one is absent it should be searched for 
again when the foot is warmer or the pa- 
tient less excited, because frequently the 
spasm of the arterial muscle may be so 
great that it temporarily closes off an ar- 
tery. 

Treatment here, as in so many cases, 
depends upon the extent of trouble the 
patient is having. Early in the disease 
the patient may be interested only in the 
diagnosis. They may be told of the chron- 
icity of their condition with the tendency 
of progression and warned of the possible 
dangers, namely, ulcerations, scleroderma 
and arthritis. They may be advised to 
move to a warm climate and try to avoid 
any undue mental strain. Glandular ther- 
apy rarely does any permanent good, How- 
ever, sufferers of Ranaud’s may be told 
that when they desire they can have their 
symptoms cured by an operation. The op- 
eration referred to is the sympathet- 
ic ganglionectomy and ramisection. The 
old Leriche operation or periarterial strip- 
ping of the blood vessels gives but tem- 
porary relief because only part of the sym- 
pathetic fibers are interrupted. The sym- 


pathetic ganglionectomy is practically 100 
per cent cure when the lumbar ganglia 
are removed for Raynaud’s disease of the 
feet. In this operation the second, third, 
and fourth lumbar ganglia are removed 
bilaterally. Removal of the first and sec- 
ond dorsal and last cervical ganglia is not 
quite so satisfactory for the hands, but is 
beneficial enough for all practical pur- 
poses. Following this operation there is 
permanent vasodilation of the arteries of 
the extremities, sweating stops, skin be- 
comes dry and soft, color changes cease 
and ulcers heal. 


Thrombo-angiitis obliterans, or Buer- 
ger’s disease, was formerly known as pre- 
senile gangrene, because of its appearance 
in young men. It has some of the symp- 
toms and findings of Raynaud’s disease 
and some of arterio-sclerotic occlusive vas- 
cular disease and for this reason its diag- 
nosis at times is confusing. At one time 
it was thought to be a disease of Jewish 
males. This, however, is not entirely true. 
In a large group of cases somewhere in 
the neighborhood of 50 per cent of the 
patients will be Jews. The exact cause 
is unknown; 98-99 per cent of cases are 
males in the third, fourth or fifth decades. 
Tobacco has been described as a cause. 
If this be true, it should begin to occur 
more frequently in females. I have seen 
at least two cases that have never smoked. 
It is conceded and well established that 
once the disease is started it is made worse 
by smoking. Ergot was thought to be re- 
sponsible in Russia, but this has not been 
confirmed in this country. There are some 
experiments and results that point to this 
disease as being due to a specific infec- 
tion. Buerger was able to reproduce this 
disease in man by implanting a diseased 
vein along side of an artery. Horton has 
duplicated this work in animals, and Hor- 
ton and Dorsey have been able to isolate 
a diplo-streptococcus from cultures of in- 
fected veins in definite cases of thrombo- 
angiitis. They, however, have not been 
able to consistently reproduce Buerger’s 
disease in animals by injection of these 
bacteria. Powelson and Horton also found 
a high percentage of their Buerger cases 
had lead in their urine. Their control se- 
ries ran a much lower per cent of posi- 
tives. 

The pathology of this condition is quite 
definite. The essential lesion is a throm- 
bus and may involve either an artery or 
a vein, and frequently the veins are in- 
volved first. This is well illustrated by 
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some of Buerger’s observations. He has 
reported cases of relapsing superficial 
phlebitis as long as ten to fifteen years 
before the onset of symptoms of insuffi- 
cient blood supply. In the beginning there 
is an arteritis, probably perivascular in 
character, involving both the artery and 
its adjacent vein. The inflammation may 
be acute, subacute or chronic. The larger 
arteries are involved. Following the peri- 
vascular inflammation comes a prolifera- 
tion of the intima with round cell and an 
occasional giant cell infiltration. The 
thrombus may be canalized. The relaps- 
ing character of this disease is best ill- 
lustrated by the frequent attacks of super- 
ficial phlebitis. A history of these attacks 
is highly significant. The involved veins 
may occur anywhere on the body as long 
red streaks or nodular areas. They are 
superficial, painful and the thrombosed 
veins are palpable. Because they do occur 
without demonstrable signs or symptoms 
of vascular occlusion, they should be treat- 
ed with care and the case should be 
watched as a potential case of thrombo- 
angiitis obliterans. 


Thrombo-angiitis obliterans may occur 
and run a variety of courses. First, there 
is the compensated type with a long his- 
tory. The course of this type is so benign 
that the patient is able to build up suffi- 
cient collateral circulation to get him by 
ordinary work. Secondly, there is the 
slowly-progressive case, with many re- 
missions and relapses, always tending to 
decompensate further. Thirdly, there are 
the cases that develop gangrene of a toe 
or finger. Fourthly, there are the acute 
cases with rather rapid closure of a large 
vessel, rapid onset of claudication, troph- 
ic ulcers, night pain and gangrene. There 
is a fifth type which may start out as 
two, three, or four. The course may be 
fairly typical of one of these three when 
suddenly trauma or infection supervenes 
to bring on massive gangrene. 


The first symptoms of throbmo-angiitis 
obliterans is a tired, aching feeling that 
is felt in the foot and leg. Many patients 
will give a history of trying four or five 
different arch supports without relief. 
Next is the definite claudication pain that 
is as diagnostic as the pain of angina due 
to coronary sclerosis. The pain is brought 
on by exercise and relieved by rest. It 
cannot be walked off. It may be felt in the 
foot.or leg and is described as a severe 
cramp. It is probably due to anoxemia of 


the muscle. It is usually felt first either 
in one leg or one hand and gradually, as 
other arteries become involved, is felt in 
other extremities. Next, the patient may 
notice that one hand or one foot gets cold 
more easily than formerly. If he is ob- 
serving he may have found that it not only 
feels colder subjectively, but is actually 
cold to the touch. These symptoms pro- 
gress. He finds he cannot walk as far as 
rapidly as he used to without getting the 
grabbing pain that stops him and makes 
him rest. He notices that his foot appears 
a dusky red. That, coupled with the pain 
he is having, leads him to consult a chi- 
ropodist because he believes his foot is in- 
fected. The chiropodist may incise the foot 
in attempt to drain it. There is no pus. 
The wound does not heal. Gangrene de- 
velops. Pain becomes intense, night and 
day. The patient lets the foot hang down. 
It feels better, but it also becomes swol- 
len, and thus a vicious circle begins, be- 
cause the swelling shuts off more and 
more of the already meager blood supply, 
and as it becomes decreased the gangrene 
spreads. This sequence of events may not 
necessarily take place. Instead of trauma, 
or an ill-advised operation, the patient 
may progress with increasing pain and 
the development of gangrene. This pain 
is due, as Priestly has shown, to a de- 
generation of the nerves, due to lack of 
blood supply. It is the same as an in- 
farct. The description has been of Buer- 
ger’s disease of the feet. The same may 
occur in the hands. 


The findings on physical examination 
depend upon the stage at which the pa- 
tient consults the doctor. Early in the dis- 
ease one foot may be a little colder than 
the other, and one or more of the pulses 
in the feet or hands may be diminished 
or absent. The arteries to feel for are the 
femorals, popliteals, dorsal pedes and pos- 
terior tibials in the lower extremities. In 
the upper extremities it is important to 
feel for the axillaries brachials, radials 
and ulnar arteries. The extent and height 
of the thrombus can be roughly deter- 
mined in this manner. A helpful test in 
determining whether or not the ulnar ar- 
teries are closed is the Allen test. The 
radials are rather easy to palpate, but 
frequently it will be doubtful as to the 
patency of the ulnar arteries. Allen’s test 
consists of closing the radial artery with 
the examiner’s fingers. The patient is 
then asked to open and close his hand sev- 
eral times. This forces all the blood out 
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of the hand. The arm, with the radial ar- 
tery still closed, is then raised above the 
patient’s head. If the ulnar artery is pat- 
ent the hand will become pink again. If 
the ulnar artery is closed the hand will 
remain white. 


Further examination will show blanch- 
ing of the feet or hands upon elevation 
above the level of the rest of the body. 
Then, if the patient sits up and lets his 
feet or hands hang downward, rubor ap- 
pears. Rubor is the term applied to the 
dusky red color. The degree of blanch- 
ing and rubor depends upon the degree 
of arterial closure present. There may be 
trophic changes in the skin and toenails, 
and occasionally scleroderma of the skin. 
Gangrene, if present, may be either moist 
or dry. There is nothing about the gan- 
grene of Buerger’s disease that is of diag- 
nostic aid. 


Treatment varies with the stage in 
which one sees the patient. If massive wet 
gangrene is present, amputation is often 
a life-saving procedure, as well as the only 
possible therapy. It may at times be an 
emergency. Dry gangrene, even though 
massive, does not require the speedy op- 
eration that the wet variety does. Am- 
putation should be high enough to insure 
healing. As a rule an amputation above 
the knee will heal, while healing of an 
amputation below the knee depends upon 
whether or not the popiteal artery can be 
felt. If it can be palpated, a stump just 
below the knee will usually heal. If it 
cannot be palpated, healing is a gamble. 
Usually, simple amputation of a toe or 
foot is not satisfactory. Sometimes it will 
heal, but more often it is but the first 
of a series of amputations, each one at 
a little higher level. No rule of thumb 
can be laid down that will hold for each 
case. In the final analysis it must de- 
pend upon the physician’s clinical judg- 
ment and the patient’s wishes. 


Early in the disease, when claudication 
is the only symptom, the treatment should 
be conservative. The patient must be in- 
structed in the proper manner of caring 
for the feet. They are his babies and must 
be treated as such. He must, above all 
else, avoid trauma, in any way, shape or 
manner. Too many cases of gangrene are 
precipitated by trauma, either accidental 
or surgical. Shoes must fit properly. The 
feet should be kept warm. Toenails cut 
straight across and cleaned with a blunt 
instrument. Corns and bunions must be 


let alone. After washing the feet, great 
care should be exercised in drying, espec- 
ially between the toes. The skin may be 
kept soft with lanolin. He should learn 
his capacity for exercise and stop just 
short of claudication. Again and again 
he must be warned that the most trivial 
injury may lead to gangrene. Going on 
the assumption that Buerger’s disease is 
due to a specific infection, it is well to 
search for foci of infection, and, if found, 
have them removed. The prostate should 
not be overlooked. George Brown and his 
associates look upon superficial phlebitis 
as foci of infection and have them re- 
moved surgically. The next steps to be 
taken are to teach the patient a few sim- 
ple procedures to follow out day after day 
to help build up collaterai circulation. 
Postural exercise is one method. This con- 
sists in holding the feet or hands elevated 
for two minutes, down for two minutes, 
and straight out for two minutes. This 
should be done for fifteen to twenty min- 
utes, twice, and even three times, a day. 
When there is no break in the skin, con- 
trast baths may be given. Radiant heat, 
once or twice a day, is good, but care 
must be taken not to burn the skin. Some 
men have reported marked relief by in- 
jection of hypertonic saline and citrate 
solution intravenously. Smoking should 
be stopped. The best results I have seen 
have followed the use of triple typhoid 
vaccine given intravenously. This is giv- 
en to cause fever, which in turn speeds 
up the circulation and causes vasodila- 
tation and thus warms the feet. It may 
be of some beneficial aid, due to its 
non-specific protein action. Lederle’s vac- 
cine produces an excellent fever, but 
has the disadvantage of causing a rather 
severe chill. The Lilly Company has pro- 
duced a product called type H typhoid 
vaccine, in which an attempt has been 
made to produce a foreign protein that, 
when given intravenously, will produce a 
fever without a chill. Their attempt has 
been quite successful. These vaccines may 
be given once a week in the early stages, 
starting with a dose of twenty-five mil- 
lion killed organisms, and increasing fif- 
teen to twenty-five million as the patient’s 
tolerance rises. It is safe to say that from 
65-70 per cent of patients will be helped 
by these measures. Some men report ex- 
cellent results from the use of spinal anes- 
thesia when the feet alone are involved. 


In the more advanced cases, that is, 
when claudication comes on with less than 
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a block’s walk, or when night pain is se- 
vere or ulcers or gangrene are present, 
one’s efforts must be redoubled. The pa- 
tient should be in bed with almost con- 
stant heat. Typhoid vaccines should be 
given every two or three days, and it is 
here that the most striking beneficial re- 
sults of fever therapy is demonstrated. If 
ulcers or gangrene are present they should 
be kept dry. A mild ointment, such as 
ammoniated mercury, is indicated if in- 
fection is present. From an economic 
standpoint, as well as a saving to a per- 
sor’s nervous system, it is a question of 
whether or not an amputation would be 
better than a long stay in the hsopital 
waiting for an ulcer to heal or a gangren- 
ous toe to drop off. These lesions can usu- 
ally be healed if the patient has the time, 
patience, and money to wait for the treat- 
ment to work. Here, again, it is a de- 
cision that must necessarily be left for 
the patient to decide. 


This brings me to the most recent form 
of treatment, namely, sympathetic gan- 
glionectomy and ramisection. In properly 
selected cases this form of therapy seems 
at present to hold forth the greatest hope 
of permanent aid to the patient. The de- 
cision of whether or not a case is a candi- 
date for this surgical procedure, requires 
the closest cooperation between the intern- 
ist and neural surgeon. The removal of 
the proper sympathetic ganglia increases 
the blood supply of the extremities, due 
to the removal of the vasoconstrictor fib- 
ers ; this produces a permanent vasodilata- 
tion. The increase in blood supply is in di- 
rect proportion to the vasodilatation. In 
many cases of Buerger’s disease there is a 
large element of vasospasm associated with 
actual arterial occlusion. It is the removal 
of this vasospasm that this operation ef- 
fects. The results of the operation depend 
upon the amount of vasospasm associated 
with the actual pathology. If there is a 
high degree, much good is done by operat- 
ing; if there is little vasospasm present, 
little good is done by operation. In a new 
field like this it is necessary to be cautious 
and conservative, choosing only those 
cases in which vasocontriction is definite- 
ly present. As more is learned, it possibly 
will be found quite proper to operate many 
more than are now operated. 


Brown and his associates have devised 
a method whereby they feel reasonably 
sure they can separate the cases surgery 
will help materially from those that would 


be helped little, if at all. They determine 
what they call the “Vasomotor Index” of 
the patient. The patient to be tested is 
placed in a room of 24 to 25 degrees C. 
A vaccine is given intravenously and then 
both mouth and skin temperatures are 
taken at short intervals until the fever 
begins to subside. If there is an increase 
of 4 degrees C or more in the skin tem- 
perature of the most affected digit, or if 
the maximal surface temperatures of said 
digit reaches at least 29 degrees C, the 
patient is then considered suitable for op- 
eration. The skin temperatures, following 
operation, will closely coincide with those 
obtained by fever. Instead of a tempor- 
ary elevation in skin temperatures, as is 
obtained by fever, the elevation is perma- 
nent. The total amount of heat in an ex- 
tremity can be measured by a calorimeter 
and will be found increased following gan- 
glionectomy. The same surgical technique 
is used in these cases as that used in op- 
erating on cases of Raynaud's disease. The 
results from operation are most encourag- 
ing. Brown and Adson report a case in 
which the increase in heat had been main- 
tained for seven years. In their group of 
104 operative cases they report 87 per 
cent improved and list the average degree 
of improvement as 80 per cent. As time 
goes on, more and more cases undoubtedly 
will be operated. Even now, it is felt ad- 
visable to operate some cases of Buerger’s 
who have had one leg amputated in order 
to preserve the other. Later, even the ear- 
ly cases may be urged to have the opera- 
tion in order to prevent the possibility of 
gangrene. The mortality is low and will 
be lower as surgical skill is perfected. 
Anyone who has seen one of these poor 
devils suffer the tortures of the damned 
with gangrene, will agree that here is a 
fine field for preventative medicine. 


The last disease I wish to discuss is 
that disease in which there is arterial oc- 
clusion due to arteriosclerosis with throm- 
bosis. This condition is about as common 
as Buerger’s disease, but instead of be- 
ing a disease of young adult life, it is a 
disease that usually comes on after the 
sixth decade. The pathology of arterio 
sclerosis with the formation of thrombi 
plugging the lumens of the arteries, needs 
no description. The etiology is unknown. 


The symptoms are like those of Buer- 
ger’s disease, starting with claudication 
and frequently ending in gangrene. The 
process is rarely as rapid or as vicious in 
its course as Buerger’s disease. It very 
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rarely causes gangrene in the fingers. I 
have never seen a case of gangrene of the 
fingers due to arteriosclerosis. 


In examining a patient with this con- 
dition, one is apt to find the same physi- 
cal findings as one does in thrombo-an- 
giitis obliterans. One will find diminution, 
due to absence of pulsation in one or more 
of the arteries of the legs. Generally, one 
side is worse than the other. One will be 
able to observe blanching on elevation and 
rubor with dependency. One possibly will 
find trophic changes in the extremity, or 
even ulcers or gangrene. The arteries in 
the hands and arms generally will be 
found pulsating normally, even though the 
sclerosis is palpable. One may be able to 
demonstrate calcification of the arteries 
by an x-ray picture. This is confirmatory 
evidency only, and is not always present, 
or needed, to make a diagnosis. Rest pain 
is at times about as severe as that caused 
by Buerger’s disease and due to the same 
reason. No evidence of arterial spasm is 
found in these cases. 


The treatment of patients suffering 
from arterio sclerotic occlusive vascular 
disease is somewhat similar to the treat- 
ment of Buerger’s disease. However, it 
differs radically in a few respects worth 
noting. The patients are older and can- 
not stand the vigorous treatment that 
younger ones are able to tolerate. There 
is no arterial spasm to be relieved. The 
same principle applies here as in Buerger’s 
disease: to increase circulation and to pro- 
tect the foot in every conceivable way from 
injury while nature is doing its best to 
build up a collateral circulation. Even the 
doctor’s treatment and nature’s best efforts 
sometimes are inadequate. However, they 
do save limbs often enough to be worth 
trying. Protection of the foot requires no 
further consideration. The same measures 
are as applicable here as in thrombo-an- 
giitis obliterans. Increasing circulation is 
helped by postural exercises, contrast 
baths and radiant heat. Fever-producing 
substances are not used, because of the 
danger of further thrombosis during the 
chill stage. This same danger is present 
in treating elderly Buerger patients. There 
is no arterial spasm in this condition, so 
obviously ganglionectomy is not indicated. 


No description of arterio-sclerotic vas- 
cular disease would be complete without 
some mention of so-called diabetic gan- 
grene. This can be disposed of in a few 
words. In the first place, the diagnosis 


should be made before gangrene takes 
place. In the second place, the condition 
is no different than that just described. 
It is simply arteriosclerotic occlusive vas- 
cular disease with thrombosis and com- 
plicated diabetes. As you know, uncon- 
trolled diabetes makes any skin more sus- 
ceptible to infection. Infection, plus a de- 
creased blood supply, means moist gan- 
grene. The treatment is to control the 
diabetes and to carry out the same pro- 
cedure as just outlined. 


Before concluding, let me briefly sum- 
marize and restate the principal diagnos- 
tic differences of these three diseases 
which are so similar and yet so different: 


Raynaud's 

(a) Arteries not occluded. 
(b) Gangrene rare and then dry and only of 
finger tips. 
Arterial spasm c three phase color re- 
action present. 
(c) Bilteral. 
No claudication. 
(e) Rest pain rare. 
(f) No history of superficial phlebitis. 
(gz) No blanching or rubor. 
(h) Ninety per cent in females. 

Disease of young adult life. 

Negative X-ray. 


Thrombo-Angiitis Obliterans 

Arteries occluded. 

a) Gangrene common of hands and feet. 
(II) Frequent evidence of arterial spasm. 
Not always. 

Claudication. 

Rest pain when present severe. 

(IV) Frequent history of superficial phle- 
bitis. 

Blanching. and rubor present. 

95-98 per cent in males. 

. (Vl) Disease of young adult life. 

. (VIL) Negative X-ray. 


Arterio-Sclerosis With Thrombosis 
. Arteries occluded. 
Gangrene of feet common; gangrene of hands 
uncommon. 
. No evidence of arterial spasm. 
. Not always. 
. Claudication. 
Rest pain severe but not as severe as in 
Buerger’s disease. 
. No history of superficial phlebitis. 
. Blanching and rubor present. 
. About equal. 
. Past sixth decade. 
. X-ray at times will show calcified arteries. 


It will be noticed that the main difficul- 
ties in diagnosis are between Raynaud’s 
and Buerger’s, and Buerger’s and arterio- 
sclerosis. Raynaud’s and arteriosclerosis 
have very little in common and should not 
be hard to separate. The main difference 
between the first two conditions are noted 
by the letters, while the main difference 
between the last two are noted by Roman 
numerals. If these few points are kept in 
mind, one will have very little trouble in 
making a diagnosis. Of course, there will 
be borderline cases in which the decision 
will be difficult, just as in so many dis- 
eases of other organs, but here are three 
conditions that can be diagnosed early and 
accurately in a high percentage of cases 
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with only the history to go by and with 
the use of only the fingers and eyes. No 
laboratory instruments are necessary. If 
one were to diagnose only one of these 
cases early enough to save one of these 
poor devils from having a red, cold toe in- 
cised, he would be more than amply re- 
paid for his choice of medicine as a career. 
These patients can be treated; they are 
not hopeless. Early diagnosis and treat- 
ment is just as important as in cancer. 
The advantage of early diagnosis lies with 
the vascular diseases because one can see 
and feel the diseased parts and know in 
what condition the arteries are, while too 
often the cancer lies in one of the hidden 
cavities of the body unseen, unpalpable 
and perhaps unsuspected. 
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KERATODERMA BLENNORRHAGICUM 





John Godwin Downing, Boston (Journal A. M. A., 
March 17, 1934), reports a case of keratoderma blen- 
norragicum in which vesiculectomy and prostatotomy 
gave a favorable result in contrast with other forms 
of therapy. This case was shown at a meeting in 
April, 1930, at which time the patient was so emaci- 
ated and weak that it was necessary to carry him on 
a stretcher. He was again shown in November, 1930, 
at which time the patient had gained about thirty 
pounds (13.6 Kg.), showed no lesions, and was prac- 
tically free from joint symptoms, although he still 
used a cane. After the operation vaccine therapy 
was continued, and it seemed to be more beneficial 
than it had been previously. It is possible that the 
mild eruption that he had on his first entrance to 
the hospital may have been a beginning keratoderma 
blennorrhagicum. It is likely that many eruptions 
associated with arthritis are frequently misdiagnosed 
on account of the rarity of the disease and the low 
index of suspicion. 


A BETTER METHOD OF TREATING FRACTURES 
OF THE JAWS 





Frederick B. Moorehead, Chicago (Journal A. M. 
A., May 19, 1934), employs elastic traction in prac- 
tically all cases in which reduction is required. The 
mechanism employed in reduction frequently serves 
equally well for satisfactory immobilization. Under 
traction the parts are brought into proper relation 
and held with slight movement, which materially 
aids in repair. In the common type of jaw fracture 
the short fragment is pulled up by the masseter in- 
ternal pterygoid and temporal muscles, while the long 
fragment is pulled down by the mylohyoid, digastric 
geniohyoid and external pterygoid. A flat or round 
wire is molded with a pair of pliers to fit the arch 
and is fastened to the neck of the teeth with wire 
or silk ligatures. Orthodontia rubber bands are at- 
tached to the wire on each jaw with silk ligatures. 
After two or three weeks the rubber bands may be 
removed to see whether occlusion is retained, with- 
out help, and if so the appliance may be discarded 
and a retaining appliance may be used if necessary. 
Total fractures of the upper jaw with downward and 
backward, downward and forward, or downward and 
lateral displacement are reduced best by a skull cap 
and chin support made with starch bandage, hooks 
and rubber bands. In a few days the upper jaw will 
be pushed up to a normal position. Forward, back- 
ward or lateral displacement is usually corrected as 
the jaw is pushed up. If, however, these displace- 
ments are not corrected, additional correction may 
be used by placing the patient's artificial dentures in 
the mouth and applying traction. In unilateral frac- 
tures of the upper jaw, with downward displacement 
an appliance is placed on the oppusite side from the 
fracture and traction on the sound side will push the 
fractured jaw upward until full occlusion is reached. 
For holding lateral stumps of the lower jaw, follow- 
ing resection of the anterior portion, rubber bands 
hold the jaw in occlusion with the upper jaw with- 
out fixing it. This simple appliance holds the stump 
or stumps in line during the process of healing and 
simplifies the introduction of a bone graft later. 
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DIET TABLE IN A PRIVATE BOARDING SCHOOL 
OF TWO HUNDRED BOYS 





Thomas N. Horan, Bloomfield Hills, Mich. (Jour- 
nal A. M. A., March 17, 1934), points out that a 
diet that is well balanced, prepared and served un- 
der excellent conditions and properly controlled has 
been carried out for several years at Cranbrook School. 
The actual dieting is preceded by a period of rela- 
tive fasting, followed’ by a rapid increase in food 
to as high as 5,000 calories. Various devices and 
logic are employed to persuade the boys to eat. 
The selection of individuals who will show clinical 
improvement on a gaining diet requires, first, atten- 
tion to the causes of underweight and, secondly, rec- 
ognition of the wide range in normal weights and 
understanding of the various types of body build. 
Persons placed on a gaining diet who are definitely 
below their normal weight will show a prompt and 
favorable response. 
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EDITORIAL | 
ATTENTION, PLEASE! 

















I wish to call attention, editorially, to 
the first article appearing in the Journal, 
on the subject of rabies. 


This being a preventable disease, as 
demonstrated in England, it seems evi- 
dent that there is a great responsibility 
placed upon the medical profession. Much 
can be accomplished in vaccination of ani- 
mals that are susceptible to this disease. 
Probably of next importance is the muz- 
zling of dogs not immunized. The essay- 
ist, by way of treatment, emphasizes cau- 
terization of the wound with fuming nitric 
acid, and the institution of anti-rabic 
treatment. Some judgment should be used 





in the administration of this treatment 
as wounds in certain localities demand 
more intensive and extensive treatment 
than other parts of the body. 


Of course our people think much of 
their domestic pets and their affection for 
them can be well demonstrated by their 
immunization against rabies and the pro- 
tection of the people of the community 
by either this method or proper muzzling. 


There is a sign at the entrance of one 
of the main highways that leads to one 
of our small cities which reads: ““We Love 
Our Children, Drive Carefully.” There 
might well be a sign placed at the en- 
trance to all cities reading: “We Love Our 
Children, Immunize or Muzzle All Domes- 
tic Animals.” 











Editorial Notes --- Personal and Generali 








DR. W. J. TRAINOR, Tulsa, has been elected 
chairman of the City Board of Health. 





DR. and MRS. F. GREEN EVANS, formerly of 
Afton, have moved to Durant, where Dr. Evans will 
continue his practice. 





DR. and MRS. CURT von WEDEL and children, 


Oklahoma City, spent the first part ot June at their 
cabin home near Estes Park, Colorado. 





DR. G. N. BILBY, Oklahoma City, attended the 
Annual Conference of State and Provincial Health 
Authorities of North America which was held in 
Washington in June. 


DR. and MRS. SAMUEL R. CUNNINGHAM, Ok- 
lahoma City, have returned from Chicago and Roches- 
ter where Dr. Cunningham attended the meeting of 
the American Orthopedic Association in Rochester. 








DR. and MRS. EARL D. McBRIDE and daughter, 
Mary Frances, Oklahoma City, have returned from 
Milwaukee and Rochester, Dr. McBride attending 
the meeting of the American Orthopedic Association 
in the latter city. 





DR. and MRS. L. S. WILLOUR and daughter Mar- 
garet, McAlester, visited in Cleveland in June, where 
Dr. Willour attended the meeting of the American 
Association for the Study of Goiter, and the meet- 
ing of the American Medical Association. 





DR. K. G. PARKS, formerly of Oklahoma City, 
who for the past two years has been in New York 
specializing in eye, ear, nose and throat work, is 
reported seriously ill and has undergone an opera- 
tion at the Thayer Clinic, Johns Hopkins Hospital, 
Baltimore, Md. 





DR. JOHN O. McREYNOLDS, Dallas, Texas, re- 
tiring president of the Pan-American Medical Asso- 
ciation, has been awarded the Venezulean medal of 
honor by President Juan Vicente Gomez of that Re- 
public, in recognition of his distinguished services 
to the cause of education. 
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DR. CHARLES R. RAYBURN, Norman, has re- 
turned from New York where he delivered a paper 
at the meeting of the American Psychiatric Asso- 
ciation. 

DR. D. W. GRIFFIN and D. G. WILLARD, both 
of Norman, also attended this meeting. 





DR. and MRS. R. M. HOWARD, Oklahoma City, 
visited in Cleveland in June, where Dr. Howard de- 
livered a paper before the American Association for 
the Study of Goiter. Dr. Howard is the President 
of this association and we have been promised his 
a for publication in our Journal at an early 

ate. 





The following Oklahoma physicians registered at 
the meeting of the American Medical Association, 
held in Cleveland the week of June 12 to 15, 1934: 
Doctors Robert H. Akin, Oklahoma City; V. K. Al- 
len, Tulsa; Clarence E. Bates, Oklahoma City; Ralph 
Bowen, Oklahoma City; C. E. Bradley, Tulsa; D. 
W. Branham, Oklahoma City; Claude Chambers, Sem- 
inole; Anson L. Clark, Oklahoma City; Cyril E. 
Clymer, Oklahoma City; W. Albert Cook, Tulsa; E. 
S. Ferguson, Oklahoma City; R. B. Ford, Holden- 
ville; George H. Garrison, Oklahoma City; E. Gold- 
fain, Oklahoma City; Walter Hardy, Ardmore; 
Charles T. Harris, Kiowa; John E. Heatley, Okla- 
homa City; R. M. Howard, Oklahoma City; W. F. 
Keller, Oklahoma City; Everett S. Lain, Oklahoma 
City; Wann Langston, Oklahoma City; LeRoy Long, 
Oklahoma City; L. J. Moorman, Oklahoma City; 
R. L. Murdoch, Oklahoma City; Ralph E. Myers, 
Oklahoma City; I. A. Nelson, Tulsa; George R. Os- 
born, Tulsa; Horace Reed, Oklahoma City; Lea A. 
Riely, Oklahoma City; McLain Rogers, Clinton; Mar- 
ion Roland, Oklahoma City; Homer A. Ruprecht, 
Tulsa; Ned R. Smith, Tulsa; G. F. Stanbro, Okla- 
homa City; Henry H. Turner, Oklahoma City; M. 
M. Wickham, Norman; L. S. Willour, McAlester. 
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News of the County Medical Societies 











OKMULGEE County Medical Society held a golf 
tournament June 28th at the Okmulgee Country Club. 
Dinner followed the tournament. 





McINTOSH County Medical Society met June 7th 
at Checotah. Dr. C. E. White, Muskogee, presented 
a paper on “Care of the Breast”. There was a round 
table discussion of “Infantile Diarrhoea”. Dr. Brown 
Oldham, Muskogee, was on the program. 





CADDO County Medical Society met June 12th 
at the Anadarko Hospital in special session to hear 
lectures from Doctors Bert F. Keltz and Harry Wil- 
kins, Oklahoma City. Dr. Keltz talked on diabetes, 
while Dr. Wilkins discussed the diagnosis and diag- 
nostic methods of brain tumors. 





SOUTHERN Oklahoma Medical Association held 
their twenty-third quarterly session at Chickasha, June 
Sth. The following scientific program was presented: 


Registration—Noon to 1:00 P. M. at Harry's Cafe. 


’ 4:15 P. M.—Address of Welcome by Dr. C. P. 
Mitchell, President of Grady County Medical Society. 


1:45 P. M.—"“Uses of Vaccines and Sera in Chil- 
dren,” by Dr. Ben H. Nicholson of Oklahoma City. 


Discussion opened by Dr. J. L. Holland, Madill, Ok- 
lahoma. 

2:15 P. M.—"“Minor Surgical and Office Gynecol- 
ogy,” by Dr. A. C. Hirschfield, Oklahoma City. Dis- 
cussion opened by Dr. Alfred Sugg, Ada, Oklahoma. 

2:45 P. M.—"“Degenerative Heart Disease of Mid- 
dle Life,” by Dr. W. F. Dean, Ada, Oklahoma. Dis- 
cussion opened by Dr. Anderson, Shawnee, Oklahoma. 

3:15 P. M.—"“Some Aspects of Dermatology,” with 
lantern slides, by Dr. C. P. Bondurant, Oklahoma 
City. Discussion opened by Dr. M. M. Wickham, 
Norman, Oklahoma. . 

4:00 P. M.—‘Phases of the Recent Measle Epi- 
demic,” by Dr. E. M. Gullatt, Ada, Oklahoma. Dis- 
cussion opened by Dr. Dick Ford, Holdenville, Ok- 
lahoma. 

4:30 P. M.—"“Mental Conditions Associated With 
Thyroid Dysfunction,” by Dr. Chas. A. Brake, Nor- 
man, Oklahoma. Discussion opened by Dr. G. S. 
Barger, Purcell, Oklahoma. 

6:00 P. M.—Dinner in Ballroom of Harry's Cafe. 

Toastmaster—Dr. Roy E. Emanuel, Chickasha, Ok- 
lahoma. 

Introduction of guests. 

“The Drive of Civilization,” by Dr. C. P. Bond- 
rant, Oklahoma City. 

Round Table Discussion—'‘Advantages and Disad- 
vantages of Clinics." Discussion opened by Dr. G. 
E. Johnson, Ardmore, Oklahoma; Dr. J. E. Hughes, 
Shawnee, Oklahoma; Dr. Oscar Miller, Ada, Okla- 
homa; Dr. J. L. Holland, Madill, Oklahoma. 





SOUTHEASTERN Oklahoma Medical Association 
met June 26th in the auditorium of the Eastern Ok- 
lahoma Tuberculosis Sanatorium, Talihina, beginning 
at 11:00 o'clock A. M., presenting the following pro- 
gram: 

Symposium on Tuberculosis: 

Heliotherapy and Pulmonary Tuberculosis—Dr. W. 
D. Roseborough, State Tuberculosis Sanatorium, Tal- 
ihina, Okla. 

Pulmonary Tuberculosis, Diagnostic Symptoms and 
Tests—Dr. W. E. Van Cleave, Superintendent Choc- 
taw-Chickasaw Sanatorium, Talihina, Okla. 

Tuberculosis of the Throat, Diagnosis and Treat- 
ment—Dr. L. C. Kuyrkendall, McAlester, Okla. 

X-Ray Findings in Lung Diseases—Dr. F. P. Bak- 
er, Superintendent State Tuberculosis Sanatorium, Tal- 
ihina, Okla. 

General Discussion opened by Dr. Paul V. Anna- 
down, Sulphur, Okla. 

Luncheon 1:00 P. M. at Sanatorium. 

Program resumed at 1:45 P. M. 

Invocation—Rev. J. H. Bellot, Pastor First Presby- 
terian Church, Talihina, Okla. 

Welcome Address—Dr. R. L. Wright, Poteau, Okla. 

Response to Welcome Address—Dr. Jas. L. Shuler, 
Durant, Okla. 

Surgery of the Gall Bladder—Dr. R. B. Ford, Hol- 
denville, Okla. 

High Lights In Surgery—Dr. J. F. Park, McAles- 
ter, Okla. 

Important Factors in Empyema—Dr. C. C. Gard- 
ner, Atoka, Okla. 





MUSKOGEE Academy of Medicine held its mid- 
summer meeting at the Town and Country Club, 
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Muskogee, July 12th. The following program was 
presented: 

Clinics: Oklahoma Baptist Hospital, 10:00 A. M. 

Operating Room A: Dr. C. E. Burford, Saint Louis, 
Mo.—"Urology”. 

Operating Room B: Dr. E. H. Carey, Dallas, Tex- 
as—" Ophthalmology”. 

Operating Room C: Dr. A. E. Hertzler, Halstead, 
Kansas—"“Thyroid, General Surgery”. 

Muskogee Town and Country Club afternoon pro- 
gram: 

Guest Speakers—1:30 P. M. 

Dr. E. H. Carey, Dallas, Texas—"Glaucoma”. 
Sponsor, Dr. F. S. King, Muskogee, Okla. 

Dr. C. E. Burford, Saint Louis, Mo.—‘Bladder 
Neck Obstruction”. Sponsor, Dr. Floyd E. Warter- 
field, Muskogee. 

Dr. A. E. Hertzler, Halstead, Kansas—"‘Office 
Treatment of Goiter”’. Sponsor, Dr. L. S. McAlister, 
Muskogee, Okla. 

Dinner at Muskogee Town and Country Club at 
6:00 P. M. 

Muskogee Town and Country Club, evening pro- 
gram: 

Guest Speakers—8:00 P. M. 

Dr. C. E. Burford, Saint Louis, Mo. Subject un- 
announced. Sponsor, Dr. S. D. Neely, Muskogee. 

Dr. A. E. Hertzler, Halstead, Kansas—'‘Office 
Treatment of Stomach Trouble”. Sponsor, Dr. R. N. 
Holcombe, Muskogee. 

Dr. E. H. Carey, Dallas, Texas—“Ocular Mani- 
festations of Nasal Origin”. Sponsor, Dr. M. K. 
Thompson, Muskogee. 





WOODWARD County Medical Society met at Sup- 
ply Hospital June 12th and presented the following 
program: 

Forenoon—Assemble. 

Lunch at Hospital 12:00 to 1:00. 

Following lunch, a paper by Dr. J. Mark Duncan, 
of Shattuck—"Focal Infections of Dental Origin”. 


Paper by Dr. P. L. Hays of Vinita State Hospital— 
“Sequelae of Encephalitic Lethargica”’. 


. 
v 


THE AMERICAN COLLEGE OF PHYSICIANS 
WILL MEET IN PHILADELPHIA, 1935. 








The American College of Physicians will hold its 
Nineteenth Annual Clinical Session in Philadelphia, 
April 29 to May 3, 1935. 


Announcement of these dates is made particularly 
with a view not only of apprising physicians - 
erally of the meeting, but also to prevent conilict. 
ing dates with other societies that are now arranging 
their 1935 meetings. 


Dr. Jonathan C. Meakins, of Montreal, Que., is 
President of the American College of Physicians, and 
will arrange the program of general sessions. Dr. 
Alfred Stengel, Vice-President in charge of medical 
affairs of the University of Pennsylvania, has been 
appointed general chairman of local arrangements 
and will be in charge of the program on Clinics. 
Mr. E. R. Loveland, executive secretary, 133-135 S. 
36th Street, Philadelphia, Pa., is in charge of gen- 
eral and business arrangements, and may be addressed 
concerning any feature of the forthcoming session. 


WOMEN’S AUXILIARY 


The Sixth Annual Convention of the 
Women’s Auxiliary to the Oklahoma State 
Medical Association was held in Tulsa, 
May 21, 23, 1934, Mayo Hotel. 


The Executive Board met at 10:00 A. 
M., Monday, May 21, with fourteen mem- 
bers present. Among resolutions passed 
for recommendation to the general meet- 
ing was one to increase the Medical Stu- 
dent Loan Fund, by adding to it fifty per 
cent of the treasury balance, after all bills 
are paid, and by urging all county auxil- 
iaries to give to the fund. At present the 
fund is to remain in a savings account at 
the bank. 


The following committees were appoint- 
ed: Resolutions, Nominating and Finance. 


The Executive Board adjourned for a 
luncheon at the University Club. 


At 2:00 P. M. visitors enjoyed a motor 
ride over the city, arranged by Mrs. T. B. 
Coulter and committee. 


An informal dinner and fashion revue 
in the Junior League Tea Room, Monday 
evening, was arranged for the auxiliary 
members and out-of-state guests. 


A general meeting was held at 10:30 
A. M., Tuesday, May 22, in the French 
Room of the Mayo Hotel. The session was 
well attended with represertatives from 
twelve counties, although only six coun- 
ties have organized auxiliaries, as fol- 
lows: Canadian, Cleveland, Oklahoma, 
Pottawatomie, Tulsa and Woodward. This 
is an increase of two over last year, the 
total membership of the State Auxiliary 
being one hundred ninety-two. 


Committee and county auxiliary reports 
were presented as follows: 


Canadian County (the newest organiza- 
tion with headquarters at El Reno) re- 
ports ten members, with special work for 
the Red Cross. 


Cleveland County, with twenty-two 
members, have for their objective better 
understanding of the present day prac- 
tice of medicine presented by scientific 
papers at regular monthly meetings. Their 
projects included clerical work with Cleve- 
land County Clinic, in which all took part 
and active participation in health pro- 
grams and a health poster contest for 
grade schools. The posters were displayed 
in a downtown building and prizes award- 
ed for the best. Their social affairs in- 
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cluded monthly luncheons and two parties 
for their husbands. 


Oklahoma County, with a membership 
of seventy-seven active and nine honorary 
members, had an average attendance of 
fifty. At their regular meetings one hun- 
dred thirty-two garments and six scrap 
books were made for the Crippled Chil- 
dren’s Hospital. Members assisted in or- 
ganizing Canadian County in February, 
1934. Two meetings were devoted to pub- 
lic health, one addressed by the city health 
director on the “Functions of the City 
Health Department,” the other an address 
on “Animal Experimentation,” by a phy- 
sician. The Pure Food Bill, before Con- 
gress, was presented and discussed in con- 
junction with A. A. U. W. posters, and 
slides from the U. S. Department of Ag- 
riculture, pertaining to this bill, were 
shown. 


Pottawatomie County, Shawnee head- 
quarters, where the new State President, 
Mrs. T. D. Rowland, resides, reports a 
special project of Red Cross work and 
regular monthly meetings. They have a 
membership of twenty. 


Tulsa County, with a membership of 
forty-eight, reports special emphasis on 
educational programs for the year. Two 
open meetings on public health were ad- 
dressed by the State Health Superintend- 
ent, Dr. G. N. Bilby, and the President 
of the Tulsa County Medical Scoiety, Dr. 
Ned R. Smith. Parent-teacher associa- 
tions, womens’ clubs, and the general pub- 
lic were invited to attend. Philanthropic 
work included sewing for the Public 
Health Association and Salvation Army 
Maternity Home. Christmas gifts for chil- 
dren in charity wards at St. John’s and 
Morningside Hospitals, were included. 
Regular monthly luncheon meetings were 
held in the homes of members. 

Woodward County, with headquarters 
at Mooreland, Mrs. T. B. Triplett, Pres- 
ident, reports five counties in this group, 
all in the northwestern part of the state. 
Organized in April, 1934, with charter 
membership of twenty. They meet every 
two months, the same night and in the 
same town as the Medical Society meets. 
Some of the members drive eighty miles 
to attend. They especially enjoy the so- 
cial contacts. 

All auxiliaries reported especial em- 
phasis on educational programs. 


Mrs. John C. Perry, State Hygiene 


Chairman, reports twenty-six subscrip- 
tions sent in by various auxiliaries, most 
of them given to institutions for children 
in this state. 


The resignation of Mrs. J. E. Hughes, 
President-elect, was presented and ac- 
cepted with regret. Mrs. H. D. Murdock, 
Tulsa, read the report of the nominating 
committee, and the following officers 
were elected for the coming year: Presi- 
dent, Mrs. T. B. Rowland, Shawnee; Pres- 
ident-elect, Mrs. C. M. Pounders, Okla- 
homa City; Vice-President, Mrs. Charles 
R. Rayburn, Norman; Recording Secre- 
tary, Mrs. C. H. Paramore, Shawnee; 
Treasurer, Mrs. F. Clinton Gallaher, 
Shawnee. 


Mrs. A. W. Roth, 1933-34 President, 
yielded her office to the newly-elected 
President, Mrs. T. D. Rowland, with a few 
words of encouragement, and the Sixth 
Annual Convention closed, to meet at the 
Oakhurst Country Club for a luncheon and 
entertainment, which was arranged by 
Mrs. Fred Y. Cronk and her committee. 


Mrs. A. Ray Wiley, Tulse. was Conven- 
tion Chairman, in charge of all arrange- 
ments and programs for the social affairs 
of the convention. 


£). 
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TRANSACTIONS OF THE FORTY-SEC- 
OND ANNUAL SESSION OKLAHO- 
MA STATE MEDICAL ASSOCIA- 
TION, TULSA, MAY 21, 22, 

23, 1934. 


THE COUNCIL 
May 21, 1934, 2:30 P.M. 











Meeting called to order by Dr. T. H. McCarley, 
President. 

Present: Doctors T. H. McCarley, President, Mc- 
Alester; LeRoy Long, President-Elect, Oklahoma City; 
L. S. Willour, Secretary-Treasurer-Editor, McAlester; 
W. A. Howard, Chelsea; F. M. Adams, Vinita; S. A. 
McKeel, Ada; O. E. Templin, Alva; A. B. Chase, 
Oklahoma City; J. S. Fulton, Atoka; Paul B. Champ- 
lin, Enid; D. Long, Duncan; and W. A. Tolleson, 
Eufaula. 


Reading of the minutes of previous meeting, by 
the Secretary, approved as read. 

The President appointed a committee, composed 
of Doctors A. B. Chase and F. M. Adams, to audit 
the Secretary's report. This committee reported, aft- 
er investigation, that they found the records and ac- 
counts of the Secretary-Treasurer-Editor correct as re- 
ported in the audit. 

Motion by Dr. Howard, and seconded by Dr. Mc- 
Keel, that the audit report be adopted. Carried unan- 
imously. 

Motion by Dr. LeRoy Long, seconded by Dr. Temp- 
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lin, that the Secretary-Treasurer-Editor be authorized 
to make any change in the mechanical form of the 
Journal that would seem to be of any service to the 
Association. Motion carried. 


It was authorized by the Council that the Secre- 
tary-Treasurer-Editor make such changes in the ab- 
stract department as might seem feasible, adding the 
department on Internal Medicine and Pediatrics. 


Acting on the request of the Hughes County Med- 
ical Society, this county was taken from District No. 
9 and placed in District No. 7. 


Motion by Dr. Fulton, seconded by Dr. Willour, 
that Dr. Henry H. Turner, Chairman, and the other 
members of the committee on Post Graduate Medical 
Teaching be commended for their excellent work in 
the carrying out of this program. Motion carried 
unanimously. 

The matter of the appeal of Dr. C. W. Richards, 
Newkirk, was next presented to the Council, the 
Chair appointing a committee, composed of Doctors 
Templin, McKeel and D. Long, to investigate and re- 
port at a future meeting of the Council. 

On motion of Dr. Fulton, seconded by Dr. Chase, 
the Council adjourned until May 22, 1934, 1:30 P.M. 


a 


THE COUNCIL 
May 22, 1934, 1:30 P.M. 





Meeting called to order by Dr. T. H. McCarley, 
President. 


All members of the Council present. 


The committee appointed to investigate and report 
on the case of Dr. C. W. Richards, reported that it 
was the findings of this committee that the actions 
of the Kay County Medical Society were justifiable 
in refusing membership to Dr. Richards. On motion 
of Dr. Fulton, seconded by Dr. Howard, this report 
was unanimously adopted. 


Motion by Dr. Willour, seconded by Dr. Fulton, 
to the effect that it is the sense of the Couucil 
that all assistance possible be given the Board of 
State Medical Examiners regarding the revocation of 
license of those engaged in the illicit traffic of nar- 
cotics. Motion carried. 


Motion by Dr. Howard, seconded by Dr. D. Long, 
that the Post Graduate Medical Teaching be carried 
on and that $700.00 be appropriated for this work. 
Motion carried. 


In accordance with a recommendation made by the 
House of Delegates an appropriation of $250.00 was 
made to carry on the work of the Committee on 
Study and Control of Cancer into the counties that 
are unable to pay, admonishing this committee that 
this money is only to be used where financial con- 
dition of the county in which the work is to be 
carried on is such that they are unable to meet the 
expense. 


The Secretary-Treasurer-Editor was authorized to 
meet the expense of a committee of the Council that 
will meet in conjunction with a like committee from 
the Bar Association to investigate the medical-legal 
aspect of malpractice procedures. 


The Secretary-Treasurer-Editor was authorized to 
expend not more than $25.00 to encourage scientific 
exhibits. This money to be placed at the disposition 
of a permanent committee on Scientific Exhibits to 
be appointed by the President. 


On motion of Dr. Fulton, seconded by Dr. How- 
ard, an appropriation of $300.00 was made to meet 
the expense incidental to a campaign for the pas- 
sage of a basic science law. Motion carried. 

On motion of Dr. Templin, seconded by Dr. How- 
ard, the Council adjourned. 

L. S. WILLOUR, 
Secretary. 


0. 


HOUSE OF DELEGATES 





May 21, 1934, 7:30 P.M. 


Meeting called to order by the President, Dr. T. 
H. McCarley. 


It was moved by Dr. E. A. Aisenstadt, Picher, 
that the minutes of the last regular meeting be ac- 
cepted as published in the Journal. Motion seconded 
and carried. 


The President then called for the report of all 
standing committees. 


Report of the Committee on Conservation of Hear- 
ing, read by the Secretary, and on motion was duly 
adopted. 


Report of the Committee on Crippled Children 
was read and on motion was adopted and the sug- 
gestions submitted to the Legislative Committee for 
action. Motion adopted. 


The President at this time appointed a Resolutions 
Committee composed of Doctors A. B. Chase, Chair- 
man; Walter Larrabee, and W. L. Taylor. 


The report of the Council was then submitted to 
the House of Delegates by the President: 


“In the interim since the last annual meeting the 
Council of the State Medical Association has held 
two called meetings, one October 7, 1933, the other 
October 31, 1933, and a regular meeting on May 
21, 1934. 


“The first called meeting was occasioned by the 
death of our Secretary-Treasurer-Editor, Dr. C. A. 
Thompson. At this time the Council had the books 
of Dr. Thompson audited by a cercified accountant, 
and this audit was accepted by the Council on the 
recommendation of a committee of the Council ap- 
pointed to examine this audit. At that time there 
was an indebtedness of about $2000.00, and $1536.00 
in bills receivable. At this meeting Dr. L. S. Willour, 
of McAlester, was elected Secreétary-Treasurer-Editor 
to fill the unexpired term of Dr. C. A. Thompson, 
deceased. Dr. W. A. Tolleson, Eufaula, was elected 
Councilor of District No. 9 to fill the unexpired 
term of Dr. L. S. Willour. 


“On October 31, 1933, a called meeting of the 
Council was held for the purpose of considering 
what might be done toward furnishing medical at- 
tention to the indigent sick of the state. This meet- 
ing was suggested by a representative of the gov- 
ernor of the state, who at that time was Federal Ad- 
ministrator. After a conference with this representa- 
tive a schedule of fees was set up, averaging about 
fifty per cent of the usual fee for medical and sur- 
gical services, and what was thought to be a work- 
able plan was suggested. This representative of the 
Federal Administrator thought that she would soon 
get approval of this setup and that it would soon 
be put in operation, but repeated inquiries made 
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following this meeting disclosed that no action was 
ever taken. 


“At the meeting May 21, 1934, the audit of the 
Secretary-Treasurer-Editor’s books was examined by 
a committee of the Council and on their recommend- 
ation was approved. This report shows that the 
$2000.00 indebtedness before mentioned has been 
liquidated, that bills receivable have been reduced 
from $1536.00 to $705.50. All indebtedness of the 
State Medical Association has been met when due, 
and the assets of the State Association this date 
are practically the same as they were a year ago. 
There was cash on hand October 2, 1933, in the 
General Fund, $1168.28; in the Medical Defense 
Fund, $42.67. The total assets at this time are $13,- 
343.93, distributed as follows: General Fund, $1,- 
801.82; Medical Defense Fund, $1542.11; U. S. Bonds, 
General Fund $7000.00; U. S. Bonds, Medical De- 
fense Fund, $3000.00. The Council notes with pleas- 
ure that the Journal has been maintained in its usual 
size, and the quality of the scientific articles of as 
high a standard. The editorial policy of the Journal 
is approved particularly with reference to the un- 
compromising stand with reference to affiliation with 
the cults. We note that there has been a slight in- 
“crease in the membership of the State Association 
in the past year. The Secretary-Treasurer-Editor is 
authorized by the Council to make any pertinent 
change necessary in connection with the form of the 
Journal, and to rearrange the material for abstracts 
of articles with particular reference to general med- 
icine and pediatrics.” 

Respectfully submitted, 


T. H. McCARLEY, 
President. 





Resolution opposing the exploitation of drugs, 
remedies, etc., over the radio, was introduced, and 
on motion, duly seconded, was adopted. The reso- 
lution is as follows: 


“WHEREAS, The health of the citizens of the 
United States constitutes the greatest asset of the na- 
tion, and the responsibility of conserving the health 
of the citizens and restoring them to health in times 
of illness reposes in the medical profession; and 


“WHEREAS, This responsibility is very great, as is 
evidenced by the high educational and professional 
standards which physicians are required to meet in 
the various states of the Union before being per- 
mitted to diagnose disease and treat the sick; and 


“WHEREAS, Satisfactory and safe service of this 
type can only be rendered after a long and careful 
study of the causes and symptoms of disease, and that 
these causes and symptoms can only be determined 
after an interview with and physical examination of 
the patient; and 

“WHEREAS, No rational or safe treatment can be 
decided upon and carried out under circumstances 
other than those above set forth without danger to 
the life or health of the patient; and 


“WHEREAS, For many months past the radio 
broadcasting companies of the United States have, 
through their various broadcasting stations, permit- 
ted the exploitation of many drugs, preparations, pat- 
ent medicines and so-called cures to the radio au- 
diences of America; and 

“WHEREAS, It has been well established that 
some of the drugs, preparations and patent medicines 
so ‘exploited are dangerous in the hands of the lay- 
man; others are of doubtful value, and practically 


all instances their value for the relief of the symp- 
toms and conditions for which recommended have 
been overstated and are misleading to the public; and 


“WHEREAS, The symptoms and conditions for 
which these drugs, preparations and patent medicines 
are recommended may be, and frequently are, indica- 
tions of serious conditions calling for careful study 
on the part of a well qualified physician in order 
that a correct diagnosis may be made, and the proper 
treatment instituted before the disease reaches an 
advanced stage; and 


“WHEREAS, Radio broadcasting is under the con- 
trol of the Federal Radio Commission, and the radio 
is being used to broadcast non-supportable claims 
and the statements regarding a large number of drugs 
and preparations for the treatment of human ail- 
ments ; 

“THEREFORE BE IT RESOLVED, That the Ok- 
lahoma State Medical Association is opposed to the 
advertising, recommending or in any. way exploit- 
ing over the radio any preparations, remedies, med- 
icines or appliances for the treatment of human ail- 
ments; and that a copy of these resolutions be for- 
warded to the Federal Radio Commission with a re- 
quest that in the interest of the health of the citizens 
of the United States they exercise their authority 
to discontinue such advertising over the radio; 


“BE IT FURTHER RESOLVED, That physicians 
use such influence with their patients and with the 
public as may be necessary to secure their coopera- 
tion in sending protests to the Federal Radio Com- 
mission and to broadcasting stations against mis- 
leading and unwarranted medical advertising.” 


On motion, duly seconded, the report of this com- 
mittee was accepted. 





Resolution introduced by Dr. S. D. Neely, as fol- 
lows: 


“That the House of Delegates of the Oklahoma 
State Medical Association hereby specifically instruct 
their delegates to the American Medical Association 
to introduce a resolution in the House of Delegates 
of the American Medical Association favorable to 
the instituting of liability insurance to members by 
the American Medical Association,” was discussed and 
later amended to read: 


“That our delegates to the American Medical As- 
sociation investigate as to the feasibility of the Amer- 
ican Medical Association perfecting a plan for the 
handling of liability insurance.” 


Resolution, as amended, carried. 


The following resolution, relative to the establish- 
ing of a health department, was introduced, and on 
motion, duly seconded, was carried: 


“As an organization we are interested in the health 
and welfare of Oklahoma people. In order that the 
state may render the best health service to its cit- 
izenship the Department of Health should be estab- 
lished for stability and continuity of purpose so that 
planning of efficient programs may be made with 
some assurance of carrying them out. The Depart- 
ment should be the leader and coordinator of all 
phases of health work within the state. This may 
best be accomplishea through cooperation with or- 
ganized medicine and the selection of personnel on 
the basis of fitness and training for such service. 

“Therefore, the Oklahoma State Medical Associa- 


tion favors the passage of legislation as recommend- 
ed by the United States Public Health Service in 
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their bulletin published March 13, 1931, ‘A Public 
Health Survey of Oklahoma’. This survey recom- 
mends a Board of Health, as follows: 

“Three members of the Oklahoma State Medical 
Association, designated by the Association. 

“Dean of the Oklahoma University School of Med- 
icine. 

"Member nominated by the State Dental Society. 

"State Superintendent of Public Instruction. 


“Director Extension Division, University of Okla- 
homa. 


“President of one of the State Teachers’ Colleges. 


“Executive Officer Oklahoma Tuberculosis and 
Health Association. 


“We ask that candidates for governor and the leg- 
islature pledge themselves to this reform, recom- 
mended not only by the U. S. Public Health Service, 
but by state and national health organizations and 
endowed foundations.” 





The following resolution was introduced: 


“That the House of Delegates of the Oklahoma 
State Medical Association approve the adoption by 
any component county medical society of a minimum 
fee schedule for industrial and contract practice. 


“It is to be understood that this minimum fee 
means that no less than this fee be charged, but a 
larger fee may be charged, if circumstances warrant 
in a particular case.” 


On motion, duly seconded, the following substi- 
tute motion carried: 


1. “That charges for service in industrial work 
be governed by local custom just as in the case of 
any other kind of professional service. 


2. “That it shall be considered unethical for a 
member of this association to fix charges for serv- 
ice upon any other basis.” 





The following resolution was introduced, and on 
motion, duly seconded, was unanimously adopted: 


“WHEREAS, Malpractice suits in the State of Ok- 
lahoma have greatly increased in late years, causing 
much worry, loss of reputation, and loss of money 
to the individual, as well as bringing the profession 
into ill-repute;and 


“WHEREAS, A malpractice suit must usually have 
medical testimony in order to have much weight in 
court; 


“BE IT THEREFORE RESOLVED, That the Pres- 
ident of this Association appoint a committee and 
appropriate sufficient funds to study and investigate 
this condition and to meet with a similar commit- 
tee of the State Bar Association and formulate some 
plan of action which will tend to remedy this condi- 
tion.” 





The following resolution was introduced, and on 
motion, duly seconded, unanimously carried: 


“WHEREAS, The Secretary of the Interior, through 
the Commissioner of Indian Affairs, has made a rul- 
ing that Indians, who are wards of the Government, 
are to be charged according to a fee list submitted 
by him; 

“WHEREAS, This list does not consider the finan- 


cial status of the individual but puts them on a 
basis similar to the Veterans’ Bureau; 


“BE IT RESOLVED BY THE OKLAHOMA 
STATE MEDICAL ASSOCIATION, Tulsa, May 22, 
1934, That the Commissioner of Indian Affairs con- 
sider the compensation for medical and surgical serv- 
ices rendered on a basis of the individual's financial 
ability and a just fee be allowed; 


“BE IT FURTHER RESOLVED, That a copy of 
this resolution be sent to the Commissioner of In- 
dian Affairs; 


“ALSO, That a copy be sent to the Oklahoma 
Congressional delegation and that their aid be so- 
licited in securing recognition of the same by the 
proper authorities.” 





The following resolution was introduced, and on 
motion, duly seconded, was unanimously adopted: 


“WHEREAS, Definite policies are now in opera- 
tion and in the process of development in various 
parts of the country, with the object of attaining the 
cooperation of hospitals, clinics, medical colleges and 
like institutions, in observing the economic and eth- 
ical principles enunciated by component local socie- 
ties in affiliation with the Oklahoma State Medical 
Association; and 


“WHEREAS, As a result of the promulgation of 
these policies by component units of the Oklahoma 
State Medical Association, definite ‘approved lists’ 
of hospitals, clinics, medical colleges, and like in- 
stitutions are properly being compiled; 


‘THEREFORE BE IT RESOLVED, That the Ok- 
lahoma State Medical Association memoralize the 
American Medical Association, and instruct its dele- 
gates thereto, to request the American Medical As- 
sociation to adopt policies by which the American 
Medical Association shall not approve any institu- 
tion for any purpose unless and until such institu- 
tion shall be officially in the approved list of the 
component medical society or societies in the juris- 
diction of which such hospital or institution is located 
or operates. Any institution failing of approval of 
the society or societies concerned shall have the right 
of appeal to and hearing before the proper commit- 
tee of the American Medical Association.” 


On motion of Dr. McLain Rogers, the President 
was authorized to appoint a committee of three to 
compose the necessary machinery to carry out the 
instructions of the above resolution. 





The following resolution was presented by Dr. 
S. D. Neely, and on motion, duly seconded, carried: 


“By mandate from the Muskogee County Medical 
Society I submit the following names for member- 
ship on the HONORARY list, to be carried by the 
Oklahoma State Medical Association without pay- 
ment of dues: Dr. F. L. Walton, Muskogee; and 
Dr. T. T. Shackelford, Haskell.” 





Dr. Shepard, Tulsa, introduced the following mo- 
tion: That a committee on scientific exhibits be 
formed, and that the State Medical Association ap- 
point a permanent committee to supervise and con- 
trol this feature and request the Council to appro- 
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priate some funds to encourage and stimujate in- * 


terest in these exhibits. 


Dr. Earl McBride, Oklahoma City, seconded the 
motion; carried. 





Dr. J. S. Fulton, Atoka, Chairman of the Legisla- 
tive Committee, at this time augmented his written 
report by recommending that the House of Dele- 
gates go on record as approving the Basic Science 
Law and that organized medicine throughout Ok- 
lahoma use every effort to assist in the passage of 
such legislation. 


The Basic Science Law was briefly explained by 
Dr. Horace Reed, Oklahoma City, who, at the con- 
clusion of his remarks, moved that the supplementary 
report of the Legislative Committee be adopted. 


Seconded by Dr. Walker, Shawnee. Adopted unan- 
imously. 


Dr. Louis H. Ritzhaupt, Guthrie, then addressed 
the House of Delegates, calling attention to the nec- 
essity of the members of the medical profession tak- 
ing an active interest in the campaign for the pas- 
sage of this law and in the selection of representa- 
tives and senators favorable to its enactment. 





On motion, duly seconded, meeting adjourned to 
reconvene at 8:30 A.M., Wednesday, May 22nd. 


, 
—ome 


HOUSE OF DELEGATES 
May 22, 1934, 8:30 A.M. 





Meeting called to order by the President, Dr. T. 
H. McCarley. 


Report of the Credentials Committee, and after 
roll call, by county, the committee reported 67 pres- 
ent and voting. 


The President next called for the nominations for 
President-elect. Dr. C. E. White, Muskogee, nom- 
inated Dr. M. K. Thompson, Muskogee, this being 
seconded by Dr. Mason. Dr. Ned Smith, Tulsa, nom- 
inated Dr. George R. Osborne, Tulsa. This nomina- 
tion was seconded by Dr. Shepard, Tulsa. Dr. Bar- 
ker, Guthrie, then nominated Dr. Louis H. Ritzhaupt, 
Guthrie; seconded by Drs. Johnson, Ardmore; Champ- 
lin, Enid, and Terrell, Stigler. 


Dr. J. S. Fulton, Atoka, then addressed the chair, 
as follows: 


“I just want to call your attention to one matter. 
We have, ever since the amalgamation of the In- 
dian Territory and the Oklahoma Territory, had a 
little custom for the east side of the state to name 
the President-elect one year and the west side the 
next, and we have never varied from this custom 
from year to year. It is time for the east side to 
name the President-elect this year, and while I feel 
very kindly toward Dr. Ritzhaupt and feel that he is 
entitled to the honor of being President, also that 
he is an invaluable man, yet I feel that it might not 
be advisable to deviate from the precedent which I 
have mentioned.” 


Dr. Todd, Oklahoma City, moved nominations 
close; seconded by Dr. Taylor, Holdenville. Carried. 


The House of Delegates proceeded to ballot, with 
= resylt that Dr. Ritzhaupt was elected President- 
elect, 


The two retiring delegates to the American Med- 
ical Association, Drs. Albert Cook, ‘Tulsa, and Hor- 
ace Reed, Oklahoma City, were nominated to suc- 
ceed themselves. 


There being no further nominations, these gentle- 
men were unanimously elected. 


The only vacancy in any office at this time was 
that of Councilor of the First District, expiring this 
year. Dr. O. E. Templin, being unopposed, was re- 
elected. 


Dr. Ritzhaupt, President-elect, was at this time 
introduced, and in a few well-chosen words expressed 
his appreciation of the honor which the House of 
Delegates had bestowed upon him, and promised 
to put forth his best efforts to carry on the duties 
of the office to which he had been elected. 





The report of the Committee on Contract and In- 
dustrial Practice was then discussed by Dr. Aisen- 
stadt of Picher, as follows: 


“As a member of that committee which submitted 
this report, I should like to make a few remarks. 
That report was presented when we thought some- 
thing might be done relative to the activity of the 
State Industrial fund or State Insurance fund. Since 
that time I have had personally some connection 
with the manager and find it will be impossible to 
make any headway with him. The state manager of 
this insurance fund is splendid material for a young 
bureaucrat in that he is self-sufficient and does not 
particularly care to receive any information or ad- 
vice. So far as I know, this young man has had 
no experience in insurance at all, or no experience 
in taking advice. They ignore the medical profes- 
sion. They do not care about the doctor and do not 
fear him. The state insurance seems to be surround- 
ed by people of that kind. Their attitude is this: If 
they think you have given one or two or three or four 
treatments more than you should they are going to 
cut your bill, regardless of the fact that they didn’t 
see the case and don't know what complications 
came up. I recently had a check submitted to me 
by the insurance fund in payment of a bill of $10.50. 
The check was in the amount of $10.00. I demanded 
to know why the bill was cut fifty cents, and my 
reply was that if I didn’t like it I didn’t have to 
do their work. It is not a question of reducing a 
bill for two hundred dollars or three hundred dol- 
lars, but of reducing a bil! of $10.50 to $10.00. I 
have sent in bills of $5.00 and $6.00 and $7.00 and 
every one was cut down without any explanation, 
except that if I didn’t like it I didn't have to do the 
work. Mr. Knapp’s attitude is terrible. I have taken 
the matter before the State ‘Industrial Commission. 
Judge Doyle said: ‘If you don't like it you don't 
have to do the work.’ The State Insurance fund 
should be completely and forever divorced from the 
State Industrial Commission and should be handled 
through an entirely different agency. The State In- 
surance fund is put in operation to provide as cheap 
an insurance as possible and to give as much pro- 
tection as possible to the employee. It is not the 
purpose of the State Insurance fund to make money. 
The state is not entitled to profit on that fund, yet 
Mr. Knapp and his commission try to make a name 
for themselves and save the State of Oklahoma a 
lot of money, and in their effort to make that they 
are making money on the State Insurance fund. They 
don't care about you and about me, and what are 
you going to do about it, because they are entrenched 
behind a mighty safe law, safe for the commission, 
of course, prepared by the Chairman of the State 
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Industrial Commission, and they are settled there to 
stay. You can get that changed only in one way, 
by legislation, and by legislation only in one way, 
and that is by taking advice and taking interest in 


politics and seeing that your legislature members © 


will listen to your pleas and have this changed. 
Without that you have started state medicine. We 
have the beginning of state medicine now in the 
State Insurance fund, an organization controlled by 
laymen telling you doctors how many treatments you 
can give, how and when and where, and what you 
are going to charge. If that is not the beginning of 
state medicine, what is it?” 


On motion, duly seconded, the report of this com- 
mittee was adopted. 





The President at this time declared the House of 
Delegates open for invitations for the next annual 
meeting. 

Dr. H. C. Todd, Oklahoma City, invited the As- 
sociation to Oklahoma City for 1935; seconded by 
Dr. Neely, Muskogee. 

Dr. D. D. Roberts, Enid, invited them to Enid; 
seconded by Dr. O. E. Templin of Alva. 

On motion of Dr. Howard, Chelsea, duly second- 
ed, a standing vote was taken, with 36 votes for 
Oklahoma City and 16 for Enid. 

Dr. P. M. McNeill, Oklahoma City, presented the 
following motion, seconded by Dr. Neely, which 
carried: 

“That the President be empowered to appoint a 
Committee of Publicity to censure all publications 
to the press, from this and all other meetings of 
the Association.” 


A committee was then appointed by the President, 
composed of Drs. McNeill, Hays and Weber. 


Report of the Committee on the Study and Con- 
trol of Cancer was then read. Dr. J. S. Fulton made 
a motion that this report be adopted; seconded by 
Dr. Johnson, and recommended for consideration by 
the Council. 


On motion by Dr. West, seconded by Dr. Chase, 
meeting adjourned. 
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FEDERAL RADIO COMMISSION 








Washington, D. C., June 13, 1934. 


Dr. L. S. Willour, 
Secretary-Treasurer-Editor, 

The Oklahoma State Medical Association, 
Ainsworth Building, 

McAlester, Oklahoma. 

Dear Sir: 


Receipt is acknowledged of your letter of June 6, 
1934, transmitting a resolution opposing the exploita- 
tion of drugs, remedies, etc., over the radio, which 
was introduced before the House of Delegates at the 
annual meeting of the Oklahoma State Medical As- 
sociation at Tulsa, on May 21 and 23, 1934. 


Your formal expressions on this important matter 
are receiving the careful attention of the Commission. 


Very truly yours, 


HERBERT L. PETTEY, 
Secretary. 





LIST OF SCIENTIFIC EXHIBITS 


Meeting of the Oklahoma State Medical Association 
Tulsa, May 21, 22, 23, 1934. 


Exhibitor Address 


1 Ray M. Balyeat 
2° W.E. Eastland and 


Title 


Oklahoma City Facial and Dental Deformities Due to Allergy in Childhood 


E. S. Lain Oklahoma City Birthmarks and Their Treatment. 


3 Henry H. Turner 
4 Curt von Wedel 


5 American Society for 
Control of Cancer 


6 McBride Reconstruction 
Clinic and Hospital 


7 E. Rankin Denny Tulsa 
8 Ian MacKenzie Tulsa 
9 M. B. Lhevine—Morn- 


ingside Hospital Tulsa X-Rays. 


10 I. A. Nelson—St. 


John's Hospital Tulsa 
11 W. S. Larrabee and 

Margaret Hudson Tulsa 
12 Ruric N. Smith Tulsa 
13 Carl Hotz Tulsa 
14. R. M. Shepard Tulsa 
15 C. E. Bradley and 

Hugh Evans . Tulsa 
16 R. C. Pigford and 

H. A. Ruprecht Tulsa 


Oklahoma City Arthritis. 
The Passive Transfer Test as Applied to Allergy (mo. picture). 
Orthopedic Appliances, Crippled Children’s Home. 


Oklahoma City Endocrinopathies. 
Oklahoma City Plastic Surgery. 


(Arrived too late for exhibit.) 


Gross Pathological Specimens; Granulopenia. 


X-Rays, Blood Dyscrasias; Friedman's Test for Pregnancy. 
Foreign Bodies Removed From the Air and Food Passages. 
Functional Treatment of Fractures With the Direct Cast. 
X-Rays of Chest; Stastical Study of the Mantoux. 


A Case of Schuller-Christian Disease. 


Electrocardiograms. 
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Copied from the bulletin of the Oklahoma County 
Medical Society, by permission of the author: 


“I read in the April bulletin of the Oklahoma 
County Medical Society the article by Dr. Horace 
Reed, entitled ‘Damage Suits’. He calls attention 
to the numerous damage and malpractice suits that 
are being instituted against physicians. He espec- 
ially mentions the regrettable fact that members of 
the Oklahoma County Medical Society are being em- 
ployed by the claimants to give testimony that is 
questionable, and sometimes malicious. I consider 
that the compensation that they receive is more of 
a bribe than it is a fee. I believe that something 
should be done to restrain these men in this wrong 
they are committing. I am not sure as to the best 
method of bringing about this reform. It is certainly 
a stigma upon our profession if their only reform 
must come to them from without. There is a bigger 
and better reform that should come from within. 


“The thought of this better reform comes to me 
from the fact that on the same day that I received 
our county bulletin there came to my desk the 
weekly pamphlet giving the proceedings of the staff 
meeting of the Mayo Clinic. This last number con- 
tained an address by Dr. W. J. Mayo, delivered at 
a dinner given in honor of Dr. Arnold Schwyzer, 
of St. Paul, Minnesota. One of the most beautiful 
characteristics that I have observed in the conver- 
sation and writings of Dr. W. J. Mayo is the fre- 
quency with which he mentions the work accom- 
plished by Dr. Charles Mayo, his younger brother. 
I am sure this frequent kindly reference to his broth- 
er is almost unconscious on his part, and comes sim- 
ply as an expression of their absolute mutual con- 
fidence. There has never been the slightest sugges- 
tion of selfishness or jealousy between them. In this 
dinner address, to which I have referred, he used 
the words, ‘My Brother and I,’ three times, and as 
I observed the expression ‘My Brother and I,’ there 
came to me thoughts of the enormous possibilities of 
what that ‘My Brother and I’ had brought to them. 
Surely a great measure of their phenomenal success 
has resulted from their loyalty and fidelity the one 
to the other, for truly there has always been be- 
pet them that inseparable union of ‘My Brother 
and I’. 


“I have no relatives in the State of Oklahoma, 
but I want to feél, and I do feel, that in the Okla- 
homa County Medical Society I have more than two 
hundred brother physicians upon whom I may rely 
for counsel and assistance in the many problems that 
beset me in my work. And I feel that every physician 
in this organization is entitled to the same thing. 


“We are all familiar with that incident recorded 
in the Bible where Cain, in a fit of jealous anger, 
had slain his brother, Abel. When Almighty God 
asked him as to the whereabouts of his brother he 
evaded the question by asking, ‘Am I my brother's 
keeper?’ It may not be incumbent upon me to be 
my brother's keeper, but I do feel that it is my duty 
and privilege to be my brother's brother. I do not 
wish to be your medical opponent, I wish to be 
your medical brother. I do not wish to be your doc- 
rival, I wish to be your doctor brother. 1 do not 
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wish to be your professional competitor, I wish to 
be your professional brother. 


“And it is my sincere desire that the medical pro- 
fession around the world may rise to higher levels, 
and each of us become imbued with that spirit that 
fills the mind and heart of Dr. W. J. Mayo when 
he says ‘My Brother and I’.” 











—J. M. Alford. 
EYE, EAR, NOSE and THROAT 
Edited by Marvin D. Henley, M.D. 
911 Medicai Arts Bidg., Tulsa 
+ 





Surgical Treatment of Iridocyclitis. A. Fuchs, M.D., 
Vienna, Austria. Archives of Ophthalmology, April, 
1934. 


An axiom of Fuchs’, is: Patients with active iritis 
should be operated on only as an urgent measure 
for saving the eye, and only the most sparing and 
least radical operations should be performed. Opera- 
tive measures in iritis are instituted for two reasons 
ie., to combat rise in pressure and for optic reasons. 

Operations for reducing an increase in pressure 
are divided under four headings: 


(a) In cases of severe rheumatic iritis, which do 
not react to milk injections, surprisingly good results 
are sometimes obtained by gluteal injections of chini- 
fon with casein. The temptation here is to do a 
paracentesis for drainage which as a rule is not 
successful because of the suffering to the patient and 
the frequent hemorrhage accompanying or following 
the operation. Hemorrhage is considered as a distinct 
complication. 


(b) In cases of chronic iritis with a gradual course 
increase in pressure is due to an annular posterior 
synechia and produces an umbrella iris (iris Pombe’). 
This condition is rare in Austria due to the per- 
formance of a preventive iridectomy but is very 
common in China, both eyes many times being af- 
fected. Soft eyeballs with an iris bombe’ are not 
considered good operative risks since the softness 
indicates a severe inflammation ‘of the ciliary body. 
In iris bombe’ if the angle of the chamber is not 
completely closed an iridectomy is done; if this is 
completely closed and there is no room for introduc- 
tion of the lancet, a transfixion as worked out by 
the elder Fuchs is performed. Details of this pro- 
cedure are given. The. end result is four holes in 
the iris and the increased pressure disappears if the 
umbrella iris has not been present longer than four- 
teen days. In cases of iris bombe’ of long standing 
a transfixion is done and then a week or two later 
an iridectomy is performed. The iridectomy cannot 
be done immediately following a transfixion since 
the aqueous humor has escaped and we have a soft 
eyeball without an anterior chamber. Salzmann’s iri- 
dectomia ab externo, an operation little known and 
practiced but possessing many advantages, is given 
step by step. The three advantages mentioned for 
operation are: the ease with which the eyeball is 
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fixated, there is practically no bleeding during op- 
eration and the operation seems to be much less 
severe for the eye. 


(c) Cases of increased pressure due to iritis serosa; 
An attempt is made to keep the pressure reduced 
by a simple puncture; if the reduced pressure that 
follows lasts for eight days or more then the punc- 
ture is repeated but if it lasts for a shorter period 
then a greater operation is performed such as an El- 
liot trephination. 


(d) In cases of increased pressure due to iritis 
as a result of diabetes after a successful cataract ex- 
traction: This may occur several weeks or months 
post-operative. A simple puncture relieves but un- 
fortunately these attacks are prone to recur and not 
even greater operations will many times save the 
vision. 

Operations for optic reasons are divided into three 
parts in cases of fresh iridocyclitis, dulness of the 
cornea, coatings on the posterior wall of the cornea 
and exudation into the pupil and opacities of the 
vitreous humor. After subsidence of the fresh symp- 
toms there are the following optic disturbances: 


(a) Pupillary membrane—which is much more eas- 
ily differentiated from a complicating cloudiness of 
the lens by means of the slit lamp. 


(b) Complicated cataract. With the slit lamp the 
degree of cloudiness of the lens can be determined. 
If the lens is only slightly opaque then there is liable 
to be impaired vision even after successful removal 
of lens due to thick opacities in the vitreous humor. 
It is a fine point in surgical judgment to determine 
the amount of useful vision a patient may have when 
removing opaque complicated lens when there is also 
involvement in the vitreous. 


(c) Opacities of the vitreous humor are the worst 
optic disturbances in cases of chronic iridocyclitis. 
In most cases they consist of exudate cells discharged 
by the ciliary body and absorbed slowly if at all. 


The author closes with a plea for a more careful 
study of pathologic anatomy. He cites instances of 
slides of quite old cases of iridocyclitis with the iris 
still full of plasma cells and with round cell infil 
trates in the ciliary body. 





The Lymphatic System in Relation to Recurrent Laryn- 
geal Nerve Paralysis Secondary to Cancer of the 
Breast. H. W. Schwartz, Halifax, Canada. The 
Journal of Laryngology and Otology, April, 1934. 


The essayist reviews the sixteen previously reported 
cases and reports a recurrent laryngeal paralysis, sec- 
ondary to cancer of the breast. The first publica- 
tion on this subject was by Dr. A. Logan Turner, in 
1921, who said: “Pressure upon recurrent laryngeal 
branches of the vagus as a result of glandular en- 
largement consequent upon malignant tumor of the 
breast has not received much attention, although ma- 
lignant lymphatic glands in the neck and mediastinum 
are recognized as fairly common causes of recurrent 
nerve paralysis, the sequence—cancer of the mamma, 
secondary grandular enlargement, vocal cord paralysis 
—is not referred to in any of the standard text books 
to which I have access.”. He adds: “An attempt was 
made to demonstrate the lymph paths along which 
the cancer cells had spread and led to secondary in- 
fection and enlargement of mediastinal glands, with 
consequent compression of one or other recurrent 
laryngeal nerve.” He reported six cases. 


The case reported is that of a female, age 25, who 
discovered a small lump in her left breast. Three 





months after discovery this was removed and reported 
benign by the pathologist. The surgical incision 
healed promptly and broke down into an ulcerated 
area five months later which increased in size. About 
two years from the discovery of the original lump, 
enlarged axillary glands were biopsied and reported 
carcinoma. Three months later she consented to deep 
x-ray therapy. About two months later she was ad- 
mitted to the hospital with “a discharging sore of the 
left breast” and ‘‘a swollen and painful neck.” Dys- 
pnoea, dysphasia, dysphonia and a cough were addi- 
tional complaints. Laryngeal examination showed an 
immobile left vocal cord but was otherwise negative. 
Her death occurred about two and a half years from 
the inception of the initial lesion. Post mortem was 


refused. 


The vocal cord paralysis was probably due to pres- 
sure resulting from an extension of the cancer cells 
into the lymph glands along the recurrent lymphatic 
laryngeal pathway. Turner maintains that the lym- 
phatic extension into the supraclavicular lymph glands 
must occur by a passage anterior to the clavicle. This 
is a disputed point by later investigators. In all the 
seventeen cases reported in the literature there have 
been no post mortems obtained. To be dictatorial on 
the fundamental principle of this condition consid- 
ering the paucity of details of some of the reported 
cases would be impossible. It would seem that Tur- 
ner’s original manuscript is subject to some correc- 
tion in its more essential points in light of more 
recent observations. The author believes that in 
the greater number of cases that the infection travels 
by way of the substernal route or by way of the 
axilla and infraclavicular glands to reach the internal 
jugular chain, which in turn has an afferent, the para- 
tracheal distribution. 





The Otologic Management of Progressive Deafness. 
Coates and Gordon, Philadelphia. The Laryngo- 
scope, April, 1934. 


This discussion is limited to the otologist’s con- 
cern of progressive deafness cmitting otosclerosis, 
deaf-mutism, etc. It is for the hard of hearing who 
cannot be definitely diagnosed as having otosclerosis, 
that proper treatment must be given, not only to al- 
lay the deterioration in hearing acuity, but if pos- 
sible to increase the power of perception. A very 
thorough history is necessary, a careful examination 
both local and general should be given each patient 
to determine whether or not hereditary deafness is 
truly otosclerosis or whether it is the result of an 
infection of some kind such as syphilis, inherited 
or othewise, acute contagious diseases, infections of 
the upper respiratory system as well as more re- 
mote parts, poor health habits (including diet), in- 
ter-marriage of persons with a family history of deaf- 
ness, swimming, improper nose blowing and decayed 
teeth. These must all be taken into consideration. 
A closer relationship should be formed between the 
medical profession and the general public, especially 
health leaders and school authorities, if aid for one 
of the most essential needs—that of good hearing— 
is to be helpfully put before the public. 


It is believed by some that a primary focus of infec- 
tion exists in every case of progressive deafness; 
that it may increase or remain in a latent state. When 
possible. Emerson advises the removal of every trace 
of infection. The processes have been found in the 
teeth, tonsils and sinuses, in all lymphoid structures 
of the epipharynx, laryngopharynx, as well as in and 
around the lateral pharyngeal folds and Rosenmuel- 
ler’s fossa. The intestinal tract, the appendix and 
the gall bladder must not be neglected. If an acute 








rarvor*y .o5 & 


Y= v 


'aar as 


'_ mei nw OF OO Aw 


[, #==@eive we te 6 





or chronic sinusitis, particularly the maxillary sinus, 
is present free drainage should immediately be made 
possible by surgery. Clinical observations including 
the use of roentgenray aided by the use of radiopaque 
oil show a latent sinusitis, the removal of which 
might prevent aural complications resulting in deaf- 
ness, either partial or entire. 


Authorities differ as to whether atrophied mucous 
membranes are sources of infection. Seemingly it is 
not the amount of toxin but their virulence which is 
the determining factor as to their effect being gen- 
eral or local. Pus and polypi in the antrum appar- 
ently cause little trouble. That chronic progressive 
deafness begins in childhood, is impressive since in 
a study of two hundred patients thirty-two per cent 
attributed their deafness to nasopharyngeal disease in 
childhood. A child with adenoids is seldom seen 
to have a normal ear drum. It is of the utmost im- 
portance to conserve the hearing in infancy and 
childhood. If irreparable damage has not been done 
to the perceptive apparatus improvement should be 
shown when the source of infection is removed. Di- 
verse opinions are given regarding local measures. 
Equally good authorities are cited as to the feasibil- 
ity of local treatments in the nose, nasopharynx and 
Eustachian tube as well as the correction of anatomic 
anomalies including Politzeriation. The writer be- 
lieves the best results are obtained by combining 
the removal of the foci of infection and careful in- 
flation of the tube. One authority reports good re- 
sults with diathermy. Far from least in importance 
is the moral support of the otologist to his patient. 
Where deafness is incurable he has not fulfilled his 
duty until he has familiarized his patient with the 
various mechanical aids to hearing. The moral and 
economic advantages of lip reading should be so im- 
pressed upon the patient that he will be actively in- 
terested in living a normal life. 





Persistence of Apparent Sinus Pain After Multiple 
Operations. Samuel R. Skillern, Jr., M.D., Phila- 
delphia. Archives of Otolaryngology, April, 1934. 


Skillern conceived a novel means of attempting to 
solve the problem of the why-for of apparent sinus 
pain which persists after one or more sinus opera- 
tions. He wrote to several prominent otolaryngolo- 
gists as well as a neurologist asking them for their 
explanation of this condition. The publication con- 
sists chiefly of the replies in whole or in part from 
about seventeen of these men giving their various 
theories as to the cause of the continued pain. It 
is interesting to note the diversity of opinions ren- 
dered by the leaders in the field of otolaryngology 
in America. 


We have listed below about twenty different ideas 
advanced by almost as many different men: 


Incomplete operation; neurotic condition of the 
patient; neuritis of branches of the fifth nerve; the 
disease is elsewhere than in the sinuses operated on; 
blockage due to scar or swollen tissue; catching of 
sensory fibres in scar tissue; incorrect diagnosis or 
an incomplete operation; fibrous web producing a 
pocket in which there is a stasis; scars near the vidian 
nerve; a cell developed in the crista galli; early car- 
cinoma of the fossa of Rosenmueller; unnecessary 
operations on the ethmoids and turbinates; interfer- 
ence with the infra-orbital nerve or its branches; 
diversion of air currents following operation, per- 
mitting the main air jet to be projected against some 
sensitive area, such as the branches of the nasal gang- 
lion; sham or imaginary pain; low grade men- 
ingitis; definite osteomyelitis; destruction of too much 
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mucous membrane during operation; glossopharyn- 
geal nerve; nasopalatine ganglion. 


There are other reasons advanced but those enu- 
merated above give a general idea of how great is 
the difference of opinion. Some of the men with 
thirty to forty years experience in this special field 
say frankly that they are still unable to evaulate 
thoroughly the complete significance of symptomatic 
pain. 

Before any surgery is done at all a useful test is 
that of cocainization of the sphenopalatine ganglion 
and the fifth nerve. If anaesthesia restits and the 
pain persists then there is no involvement of these 
nerves. If this precaution had always been taken, 
a great deal of useless surgery would have been 
avoided. In one clinic there were 143 cases of un- 
explained and unrelieved pain or so-called “atypical 
neuralgia” taken and analyzed. It was found that 
the pain did not follow the direction of the divi- 
sions of the trigeminal nerve but jumped across 
anatomic boundaries of the trifacial, even into the 
neck and arm; that the character of the pain sug- 
gested a disturbance of the sense of pressure; that 
the pain is usually continuous with exacerbations and 
remissions; that the pain is deep seated; that sym- 
pathetic disturbances are associated with pain; that 
this disease occurs more frequently in women than 
in men; there is no common etiological factor; that 
all forms of treatments, operations and drugs have 
failed to relieve. 


A thorough examination by a competent neurolo- 
gist before any surgery is attempted will aid in 
avoiding this pitfall. The relativity of pain also must 
not be overlooked. The author quotes a patient as 
saying, “A sinus infection so lowers our morale that 
it makes cowards of us all.” A pain which before 
a massive sinus infection might be of small signifi- 
cance after the ordeal of the massive sinus infection 
assumes alarming proportions. 
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Thyroid Disease in Children. By Arnold Jackson, 
M. D., The Journal-Lancet, December, 1933. 


Thyroid disease in children is one of the most im- 
portant, yet generally neglected problems confront- 
ing the medical profession. Estimates have been made 
that at least 25,000,000 persons are afflicted with 
thyroid disease, a considerable number of whom are 
children. Certainly more people are affected by thy- 
roid disease in this country than are suffering from 
the three great plagues, tuberculosis, cancer, and 
syphilis. 





Perhaps goiter does not arouse as much apprehen- 
sion and concern as do these scourges because its 
immediate effects are not as apparent. The number 
of persons, however, having heart disease, hyper- 
tension, cretinism and mental inferiority as an end 
result of thyroid disturbance constitutes an ever in- 
creasing challenge to medical science. 


The problem of the national prevention of goiter 
is complicated for the following reasons: No one 
has been able to estimate the exact limit of the goiter 
belt in this country. Exactly what constitutes a goiter 
is still another problem. 


When the child’s neck assumes a convex rather 
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than a concave appearance, when a definite enlarge- 
ment of the lobes may be palpated between the in- 
dex finger and thumb, or when the presence of an 
adenoma may be felt, goiter may be assumed to be 
present. 


Jackson has just completed a ten-year study on a 
group of one thousand children that he has treated 
with the idea of preventing goiter. This test was car- 
ried out in Madison, Wisconsin, a locality where the 
incidence of goiter is probably as high as any place 
in the United States. At the age of 18, over 80 per 
cent of the girls show evidence of thyroid enlarge- 
ment and approximately 20 per cent of the boys. 


From his ten years’ study of the same children 
he has come to the following conclusions: 1. If 
iodine medication is started sufficiently early it is 
possible not only to prevent the development of 
colloid, but also of adenomatous goiter. 2. A col- 
loid goiter, when well developed, seldom responds 
permanently to treatment, either with thyroid or io- 
dine medication. 3. The majority if not all adenomata 
develop before maturity and consequently, except dur- 
ing pregnancy, iodine therapy is not indicated as a 
prophylaxis in adults. 4. No amount of iodine or 
thyroid will irradicate the smallest adenoma. 5. lo- 
dine should be administered during pregnancy to les- 
sen the demand on the mother's thyroid as well as 
supply the needs of the child. 


In this group of a thousand children, it is im- 
portant to know that not a single adenomatous goiter 
developed when medication was instituted sufficient- 
ly early. On the other hand, thyroid and iodine 
medication have had little effect on the majority of 
well-developed colloid goiters. This later finding is 
in contrast to the observations of Marine and Kim- 
ball, who reported almost a complete disappearance 
of the signs of goiter after a three-year study on 
groups of school children. 


lodine and thyroid place the thyroid gland at rest 
in the presence of a colloid goiter and prevent the 
development of the second stage or adenomatous 
goiter. The theory that the latter develops as a form 
of compensatory hypertrophy in the presence of a 
neglected colloid goiter appears to be correct. 


In his work, Jackson has used many preparations 
of iodine and has found no one of them to be of 
any greater raged than another. He prefers, how- 
ever, the tablets used by the Swiss, known as io- 
dostarine. Each of these tablets contains ten milo- 
grams of iodine and one tablet a week is prescribed 
from the age of four till ten, two between ten and 
fifteen, and three from fifteen to twenty-one. 


As to the frequently asked question about the value 
of wholesale distribution of iodine through the vari- 
ous mediums of water, salt, etc., he has this to say: 
The prophylactic use of iodized water has proved 
economically unsound. He is not sure that iodized 
salt does harm to a child, but he is rather of the 
opinion that it may do harm to adults. If we be- 
lieve that adenomatous goiters have their inception 
before the age of maturity, there is no reason for 
every grocer and druggist dispensing an unknown 
amount of iodine to our adult population. He does 
not believe in McClure’s theory that iodine salt has 
been a factor in reducing the incidence of toxic 
goiter in Michigan, because of the decrease in thy- 
roidectomies in Detroit hospitals. There have been 
fewer thyroidectomies in Minnesota and Wisconsin 
as well, and the reason, he thinks, is due to the de- 





pression and general improvement in health with few- 
er epidemics, such as influenza, rather than to the 
administration of iodized salt. Iodized salt has not 
been used in Minnesota and Wisconsin. 


—LeRoy Long, Jr. 





Metastasis From Testicular Teratoma With Demon- 
stration of Prolan A in the Urine: Report of a 
Case. By H. L. Smith, M. D., and R. L. Parker, 
M. D., Proceedings of the Staff Meetings of the 
Mayo Clinic, May 30, 1934. A 


A man 33 years of age, married, with four chil- 
dren, had a large testicle removed three years be- 
fore he came to the Mayo Clinic. Two years later 
a large mass developed in the right upper quadrant 
of the abdomen. Because of the history of removal 
of a tumor of the right testis three years before, and 
the later occurrence of a tumor in the upper part 
of the abdomen, they suspected that the abdominal 
tumor was metastatic. A Friedman test (which means 
the use of the rabbit) was strongly positive in this 
case. They therefore felt certain that this was a 
metastatic tumor from the testis. 


For some years it has been known that prolan A, 
the secretion of the anterior lobe of the pituitary 
body, is present in varying amounts in the presence 
of certain malignant tumors, and especially in the 
presence of tumors of the sex glands. R. S. Fergu- 
son, of the Memoria! Hospital in New York, has 
done some extremely important work on this sub- 
ject and has reported more than a hundred cases 
in which he has found that the qualitative determ- 
ination of prolan A was a very important factor in 
diagnosis, in classifying the type of tumor, and in 
prognosis. 


Ferguson has stated that this test should be car- 
ried out with mice rather than with the rabbit. He 
has demonstrated that in order to make a quanti- 
tative estimate of prolan A, the use of a single ani- 
mal, such as the rabbit, or a single qualitative test 
designated to désignate the number of units of hor- 
mone would be insufficient. His technique requires 
the injection of fresh morning urine in a large series 
of immature female mice which are observed over 
a period of forty-eight hours. He has been able to 
demonstrate the existence of prolan A in quantities 
as small as fifty units per liter of urine. In this 
way not alone can the degree of virulence of the 
neoplasm be estimated, but the effect of the treat- 
ment can be accurately established and the prognosis 
can be determined. In his first group of one hun- 
dred and seventeen consecutive cases of teratoma of 
the testis evidence of prolan A was present in every 
one. He found that irradiation of the primary tumor 
and its metastasis causes a decrease of prolan A. He 
also found that with the spread of metastasis there 
may be increase in prolan A which is evident be- 
fore clinical detection of the lesion is possible. Re- 
cently Hinman, of San Francisco, has reported a large 
series of testicular tumors observed at his clinic and 
his studies largely corrobate Ferguson's observations. 


It is evident that intelligent treatment of this con- 
dition must be accompanied by a quantitative esti- 
mate of prolan A. While it is true that this will 
require extensive laboratory equipment, including a 
large number of immature mice, nevertheless, Fergu- 
son believes that the number would not necessarily 
be as great as one might think; in fact, that several 
hundred mice would te sufficient to meet the or- 
dinary demands. 

—LeRoy Long, Jr., M. D. 











The Immediate Treatment of Injuries of Joints With- 
out Fracture by the i Injection of 
Novocain (Traitement Immediat Des Traumatismes 
Articulaires Sans Fracture par les Injections In- 
traligamentaires de Novocaine). By G. Arnulf and 
Ph. Frieh, of the University Lyons. La Presse Med- 
icale, April 14, 1934. 


The article begins with a reference to the import- 
ant work of Professor Leriche who, in an article 
published in La Presse Medicale in May, 1930, laid 
down the foundation for the treatment of injuries of 
joints without fracture, by the injection of a solu- 
tion of novocain into the ligamentous structures about 
the joints. 


In his first article Leriche called attention to the 
extraordinary richness of terminal sensory fibers in 
the periarticular structures. 


Apparently, the most common injury under con- 
sideration is what is usually referred to as sprain. 
The authors quote Leriche again to the effect that 
sprain is characterized by a traumatism of the lig- 
amentous structures without rupture, without sep- 
aration from the bony structures, the effects of the 
sprain being due particularly to damage of the sen- 
sory corpuscles in the ligaments about the joint. They 
indicate that Leriche believes that the brusque damage 
results in a vaso-motor dysfunction, from whence 
there is oedema; local elevation of temperature, in- 
terference with function, and rapid muscular atrophy. 


It is advised that the injections of novocain be 
made soon after the injury, but it is believed that 
there is at least some relief even when the injections 
are made a considerable time afterwards. 


The joints most easily approachable are the el- 
bow, knee, ankle and articulations of the fingers. 
The shoulder joint and the hip joint may be treated 
in the same way, but with more difficulty. 


After being sure that there is no actual damage 
to the bony structures, the skin surface is sterilized 
in a proper way, and novocain in the strength of 
one-half to one per cent is injected at various sites 
about the joint, the object being to place the in- 
jections in the periarticular structures, and not in 
the joint itself, although accidental penetration of 
the joint would probably not be of any considerable 
importance. The injection is usually begun at some 
area more distinctly tender and swollen than the 
areas about it. Usually the quantity of novocain so- 
lution does not surpass 25 cc. to 30 cc. 


There are a number of case reports, of which the 
following is rather typical: An employee of a hos- 
pital had a hard fall on a sidewalk. He was able to 
get up and take several steps, but at the price of 
violent pains about the right ankle. He was brought 
to the service of Professor Leriche a few hours later. 
There was slight tumefaction of the instep, and ex- 
quisite tenderness over the internal lateral ligament 
of the ankle. There were no evidences of fracture. 
Novocain solution, about 30 cc. in all, was injected 
about the joint, the most of it being on the inner 
side. The patient was entirely relieved within a few 
minutes, and in half an hour was able to walk away 
without pain. Two days later he limped a little, and 
complained of a little annoyance on walking. There 
was still a little swelling of the foot. Another in- 
jection was made, and he went back to work. There 
was no additional difficulty, with the exception of 
. little stiffness for eight days. The cure was com- 
plete. 


_ Comment: This method of treating recent sprains 
is not well known, but it appears to be reasonable, 
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and, taking into consideration its apparent simplic- 
ity and safety, it is probable that it should be em- 
ployed more often. 


In this connection, it is interesting to note that 
in the service of Professor Leriche the injection of 
novocain solution about an injured joint, with pain 
and stiffness some weeks after injury, has been car- 
ried out for several years in order to determine wheth- 
er there is actual fixation of the joint. Leriche and 
his associates have been able to show that if there 
is no inflammatory fixation it is usually possible for 
the patient to move the joint without much diffi- 
culty following the injection of the solution into the 
surrounding structures. This is a diagnostic point 
of considerable importance. We have used it with 
satisfaction. 

—LeRoy Long. 


Combined Intra-abdominal and Intravaginal Radium 
Treatment in Cancer of the Cervix. George Gell- 
horn, M. D., St. Louis, Mo. Surgery, Gynecology 
and Obstetrics, May, 1934, Page 879. 


Dr. Gellhorn has here briefly described a technic 
of applying gold radium emanation seeds into the 
pelvic tissues through an abdominal incision in ad- 
vanced cancer of the cervix. This is combined with 
intra-uterine and vaginal radium applications and the 
radium emanation seeds are placed accurately by hav- 
ing the fingers of one hand in the vagina and the 
other hand in the abdominal cavity. The principle 
upon which this work has been started and con- 
tinued is the fact that radiation can be more evenly 
distributed over the pelvic area than by intra-uterine 
or vaginal radiation alone. 


They have gradually increased the dosage until 
now the arbitrary average is from 4200 to 4500 
milligram hours. 


He points out the fact that in this way not only 
can the radiation be more evenly distributed, but by 
such examination even small extensions can be defi 
nitely identified and radium applied. 


They have had no more postoperative complica- 
tions than would occur in ordinary abdominal pro- 
cedures, and the wounds have healed well. 


They started this work in 1930 and have only 
used it in a few advanced cases each year with bet- 
ter end results so far in a small series than by the 
ordinary irradiation treatment employed at the Bar- 
nard Free Skin and Cancer Hospital. 


Recently they have been doing this radium ap- 
plication three weeks following external x-ray treat- 
ment of the pelvis. 


Dr. Gellhorn admits that the series is small and 
the time is inadequate for proper evaluation of the 
merits of the procedure, but calls attention to this 
method, the logical basis for it and the reasonably 
good results obtained so far. 


Comment: One of the difficult features of irra- 
diation treatment of cancer of the cervix has been 
the inadequate treatment of the pelvic glands, par- 
ticularly the iliac group. Many workers have at- 
tempted to devise methods of combined intra-ab- 
dominal and intra-vaginal radiation. For example, 
Delporte and Cahen, of Brussels, have introduced 
radium needles into the pelvic cavity, together with 
gauze packing, and have re-operated upon these pa- 
tients to remove the radium and the gauze packing. 

Whether or not this scheme of the employment 
of intra-abdominal radium emanation seeds combined 
with intra-vaginal radium and external x-ray will 
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materially increase the cure rate will depend upon 
time, but it is a rather rational step in the direc- 
tion that has always been one of the weak features 
of irradiation treatment alone for cancer of the cervix. 
—Wendell Long. 





Reconstruction of the Vagina. Marion Douglass, M. 
D., Cleveland, Ohio. Surgery, Gynecology and Ob- 
stetrics, June, 1934, Page 982. 


This author reviews the history and the principles 
of the various methods of the construction of a 
vagina. He reports a case and describes the technic 
of an operation using four pedicle flaps accom- 
plished in one stage. One of the objections to the 
pedicle procedure has been the multiple stage char- 
acter of it. This author reports good healing and 
excellent results in this one patient. He points out 
that it is safe and satisfactory. One of the objec- 
tions to the employment of portions of the intestinal 
tract for a new vagina has been the rather high mor- 
tality and the principal objection to the pedicle type 
of reconstruction from labia minora or the inner 
surface of the thighs has been the multiple stages 
necessary in order to assure good blood supply of 
the pedicle. 


Comment: While it is true that this author has 
reported but a single case and possibly in additional 
cases the pedicles so employed in one stage may not 
be as visible as in this one, the procedure has defi- 
nite advantages if proven satisfactory, in that it avoids 
the tedious multiple operations necessary. 

Wendell Long. 


<> 
— 


Cancer of the Vulva. Bernard F. Schreiner, M. D., 
and William H. Wehr, M. D., Buffalo, New York. 
Surgery, Gynecology and Obstetrics, June, 1934. 


These authors are reporting 118 cases of cancer 
of the vulva. These represent 1 per cent of all the 
cancer cases seen in the State Institute for the Study 
of Malignant Diseases in Buffalo, New York, and 5 
per cent of all the female genital cancers, not in- 
cluding the urethra. This, they feel, is evidence of 
the fact that the disease is not rare. 





Cancer of the vulva is very closely associated with 
preceding kraurosis and leukoplacic vulvitis. There- 
fore, radical treatment of these conditions is import- 
ant in the prevention of this disease. 


Practically all cancers of the vulva are epitheliomas, 
as demonstrated in this series of 115 out of 118. 


The best treatment of cancer of the vulva has not 
yet been established. There are certain men, par- 
ticularly Taussig, who believe that treatment of choice 
is radical surgery. Others resort to surgery, irra- 
diation and combinations. This series of cases, many 
of which were advanced, was best handled by coag- 
ulation of the local lesion and heavily filtered ir- 
radiation over the lymph bearing areas. 


A short review of the results of treatment in other 
clinics reveals a five-year cure rate of from 7 to 
34 per cent. In this series only 72 of the 118 cases 
were treated five or more years ago. They have di- 
vided these into three groups: 


Group 1. Local lesion with no clinical signs of 
metastases in the groins, 

Group 2. Local lesion with metastases in one or 
both groins. 


Group 3. Those who had had either local excision 
or radical operation followed by recurrence. 





In group 1 the five-year cure rate was 31.5 per 
cent. None of the group 2 cases resulted in five- 
year healings. Ten per cent of the group 3 cases 
resulted in 5-year cures. The absolute statistics of 
all the 72 cases shows 18 per cent 5-year cures. 


They point out that cancer of the vulva is a very 
malignant disease and prone to recur after apparent 
cure. The only hope of eradicating it is by earl 
recognition and radical destruction, with their oval. 
erence for coagulation plus heavily filtered irradia- 
tion. Healings of five years are very exceptional 
after there are metastases in the groins. 


They emphasize again the importance of radical 
treatment of leukoplacic vulvitis kraurosis in the 
field of prevention. 


Comment: This is a very good report of a condi- 
tion not frequently encountered by the general man, 
and it concisely outlines the principles of etiology, 
treatment and the prognosis for such cases. 

Wendell Long. 
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Spastic Paraplegia (Little’s Disease). Treatment by 
Repeated Cisternal Drainage. Norman W. Clein. 
Northwest Med., Vol. XXXII, P. 507, 1933. 


The author has treated ten babies ranging in age 
from one to thirty-four months. The amount of fluid 
obtained varied from 10 cubic centimeters to 70 cubic 
centimeters, the average being 42.5 cubic centimeters. 
From two to four times the amount of fluid may be 
obtained by this method than by spinal puncture. 
The greatest relief is noted in spastics with a his- 
tory of birthday injury. The indications for repeated 
drainage are listlessness, poor appetite, loss of weight, 
and increased spasticity. The drainages are followed 
by a dry or semi-dry diet with elimination of salt 
and sugar. 








The Common Syndrome of Rupture, Dislocation and 
Elongation of the Long Head of the Biceps Bra- 
chii. An Analysis of One Hundred Cases. Edgar 
Lorrington Gilcreest. Surg. Gynec. Obstet., Vol. 
LVIII, P. 322, Feb. 15, 1934. 


The writer considers that many diagnoses of 
sprains, neuritis, subdeltoid bursitis, rupture of the 
supraspinatus muscle, and particularly arthritis, are 
made when the symptoms and findings are truly those 
of the common bicipital syndrome. He describes the 
syndrome as being due to “wear and tear, complete 
destruction and rupture and dislocation and elonga- 
tion of the tendon of the long head of the biceps”. 


The causes are varied—pathological and physiopath- 
ological conditions or degenerative changes, acute 
and chronic infectious diseases and neoplasms, phy- 
siological predispositions, occupation, fatigue and 
trauma. 


The types of rupture may be classified to their site 
as high (intracapsular) or low (at or below bicipital 
groove); or according to their development as acute, 
latent, or intermediate. 


The symptoms vary with the condition of the ten- 
don, the cause, the site, and the type of rupture. In 
a frayed tendon, the final rupture may occur without 
the knowledge of the patient and the only com- 











plaint may be weakness and discomfort. Weakness 
is a constant symptom. Inspection shows some alter- 
ation in shape of the shoulder, and in the arm there 
may be a tumor, or hollow, or ecchymosis and swell- 
ing. Palpation may reveal muscle softening, abnormal 
perceptibility of the tendon, and changes in tension. 


The treatment depends upon an exact diagnosis, 
and incision is made where one expects to find the 
lesion. Simple rest in acute flexion for two or three 
weeks is adequate for lesser tears. Massage should 
not be started until the arm is being gradually 
brought down. 


In operative repair, the writer favors slipping the 
long head tendon through the short head and then 
attaching it to the corocoid. If the rupture is in the 
muscle proper, a large fascial transplant, as well as 
suturing, should be done. The prognosis is good for 
function in early reporis, but varies with the chron- 
icity _ extent of injury. The medicolegal aspect 
is noted. 


The study is made from an analysis of 100 cases, 
and the accompanying illustrations are excellent. 





“Zur Frage der Palsterung des Gipsverbandes bu Be- 

handlung der Knochenbrucke” (Padded and Un- 

Casts in the Treatment of Fractures). Wien- 

er Klinische Wohenscrift. Feb. 2, 1934. Publ. No. 

5 Rudolfin Hosp., Wien, Austria. Prof. Otto 
Frisch. 


Following the publications of Schnek, 1931, con- 
cerning his success in the Wien Emergency Hospital 
with Bohler in the use of unpadded casts in the 
treatment of fractures, the author observed, and in 
this articles compares the merits of such procedure 
as to its preference or undesirability in relation to 
padded casts, in a large series of his patients. 


Unpadded casts were first introduced in fracture 
therapy by Bordeleben in 1890, and have proved ad- 
vantageous over padded ones in some conditions. The 
basic and significant objection to unpadded circular 
cases is the tendency to diminish vascular, and con- 
sequently, nutritional supply to parts enclosed. This 
fact was, apparently, overlooked by Schnek. Other 
disadvantages encountered are, due to absolute in- 
elasticity, making the unpadded cast undesirable in 
the majority of cases, because swelling of the affected 
parts may be always expected. Again, in cases of 
large hematomata, a marked diminution in size of 
the affected part may occur in seven to ten days, 
and when unpadded casts are used a partial loss of 
constant and efficient immobilization results, a fac- 
tor much less frequent in padded casts. The cases 
treated by padded casts during the past five years 
in Bohler’s clinic reveal none of the skin or other 
complications such as are seen in the Schnek’s cases. 


The author mentions the fact that although prac- 
tical in selected instances, the general practitioner 
cannot use the unpadded cast with impunity. Con- 
trary to Schnek, he also maintains that padded casts 
are easier to cut and in most instances do permit 
more motion in affected parts than do unpadded 
ones. 


The author indicates his familarity with a series 
of several thousand padded casts and their relative 
merits, as for instance, an elasticity permitting swell- 
ing, which will retract and so maintain the best avail- 
able support. The author then indicates his partic- 
ular procedure, materials used, etc. A properly ap- 
plied padded cast is less painful than a similar un- 
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padded one and has less tendency to decubitus and 
less danger of cutting the body during removal. 


The author recognizes the convenience of the un- 
padded casts in ambulatory patients, but considers 
such at too great a risk. He does, however, fre- 
quently employ the unpadded cast in fracture of the 
forearm or lower leg, as the second cast, applied 
three or four weeks after injury. 


(The above article was translated by Paul H. Rem- 
pel, M. D.) 


oO 


COCOMALT 








The importance of milk as part of the dietary in 
post-operative and convalescent cases cannot be over- 
estimated. It is—and rightly so—the principal de- 
pendence of the diet. 


But many patients have a natural dislike for milk, 
and others soon grow tired of the monotony of milk, 
milk, milk, day after day. 


There is a way, however, in which the modern 
physician can overcome this aversion to milk—this 
distaste for a steady milk diet. The thing to do is 
to flavor the milk in a way that makes the color 
and taste interesting and inviting to the patient, 
yet does not alter the basic fundamentals of the 
milk itself. 


Cocomalt, for example, converts milk into a de- 
licious chocolate flavor food-drink that is tempting 
to the fussiest invalid. Even those who actually dis- 
like milk and refuse to drink it, welcome the refresh- 
ing flavor of Cocomalt. Not only does it tempt the 
sick and lagging appetites by its palatability: Coco- 
malt substantially increases the nutritive value of 
milk. Every cup or glass of Cocomalt a patient drinks 
(made as directed) is equal in food-energy value to 
almost two glasses of milk alone. 


Furthermore, Cocomalt does not tax the digestion. 
It can be taken frequently. It is easily digested and 
quickly assimilated even by those whose digestive 
systems are impaired. Cocomalt contains, also, a rich 
supply of Sunshine Vitamin D and is accepted by 
the American Medical Association, Committee on 
Foods. 
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PAINFUL HEELS AMONG CHILDREN 
(APOPHYSITIS) 








Henry W. Meyerding and Walter G. Stuck, Roches- 
ter, Minn. (Journal A. M. A., May. 19, 1934), state 
that apophysitis of the heel can be clearly distin- 
guished from any similar syndrome on the basis of : 
(1) the restricted age incidence (from 10 to 17 years), 
(2) aggravation of symptoms by forced dorsiflexion 
of the foot, (3) prompt relief of symptoms by eleva- 
tion of the heel of the shoe, (4) absence of general 
disease, (5) sharply localized tenderness over the at- 
tachment of the achilles tendon and (6) the charac- 
teristic roentgenographic appearance. The treatment 
of this condition is palliative. As a general measure, 
any focus of infection should be removed. Local heat 
and massage to the feet in the interval of acute pain 
may relieve the pain somewhat. The most effacious 
treatment consists of elevation of the heels to relieve 
tension on the achilles tendon. Heel pads in the 
shoes are also of benefit and the avoidance of any 
strenuous exertion is indicated until the acute phase 
of the condition is over. In the more severe or re- 
sistant cases it may become necessary to immobilize 
the foot, in slight plantar flexion, for several weeks 
with plaster-of-paris casts. Following this, the heels 
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of the shoes must be raised to prevent any recur- 
rence of symptoms. Symptoms subside promptly un- 
der such a regimen and the condition disappears when 
the patients reach the age of 17 years, when the 
epiphyses become completely united. A factor that 
doubtless contributes to the frequency of this dis- 
ease is the common modern practice of boys engaging 
in various games in heelless athletic shoes. This un- 
due strain on the calcaneal epiphysis during the pe- RB = 
riod of greatest growth of the bones no doubt en- : . Gives perfect up- § 
genders an appreciable amount of epiphyseal changes [s 3 Tho lift. Is worn with 
that is never discovered. Therefore, the authors con- Is Gite tre ae" fort and ent 5 
clude that destructive changes in the epiphyses of the Is i A — - os 5 
heels are common among young, vigorous children, isfaction. Made of | 
and that failure to recognize them depends on an ab- Cotton, Linen or § 
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SUMMER DIARRHEA IN BABIES B “ae Gstinet types, & 
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Casec (calcium caseinate), which is almost wholly of each, 


a combination of protein and calcium, offers a quick- 
ly effective method of treating all types of diarrhea, 


both in bottle-fed and breast-fed infants. For the E . 6s ” 
former, the carbohydrate is temporarily omitted from : The Picture Shows Type N’ 5 
the 24-hour formula and replaced with 8 level table- & Storm belts adaptable to all conditions, § 
spoonfuls of Casec. Within a day or two the diar- & Ptosis, Hernia, Pregnancy, Obesity, Sacro- § 
thea will usually be arrested, and carbohydrate in & Iliac Relaxations, High and Low Operations, § 
the form of Dextri-Maltose may safely be added to B etc. : 
the formula and the Casec gradually eliminated. : Ask for Literature 


Three to six teaspoonfuls of a thin paste of Casec : 
and water, given before each nursing, is well in- : KATHERINE L. STORM, M. D. 
dicated for loose stools in breast-fed babies. Please RB Originator, Owner and Maker & 
send for samples to Mead Johnson & Company, Ev- = 1701 Diamond St. : Philadelphia & 


ansville, Indiana. z 








In Convalescence More 
Freedom and Comfort 


AL Camp supports are designed to conform to specific 
anatomical and physiological requirements—prenatal, 
postnatal, postoperative, visceroptosis, hernia, orthopedic 
and others. All employ the Camp Patented Adjustment to 
regulate individual adaption. 

Illustrated is a Camp Postoperative and General Support 
(Model 583). Its use is indicated after parturition, after 
operations, such as stomach, gall bladder and other high 
incisions, in umbilical and ventral hernia and during long 
periods of convalescence. 

Increased comfort in different positions of body is an out- 
standing feature. Control is exercised without undue tight- 
ness and rigidity, permitting greater freedom of movement. 

Sold and fitted upon recommendation of physi- 
cians and surgeons by leading department stores, 
surgical houses, and corset shops everywhere. 
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